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THE DIENCEPHALON: STRUCTURAL, FUNCTIONAL 
AND CLINICAL CONSIDERATIONS.* 





By A. A. ABBIE, 
Department of Anatomy, University of Sydney. 





Introduction. 


Accorpine to Fulton,” Galen, observing the 
relationship of the two halves of the diencephalon 
to the optic nerves, gave them the title thalami 
nervorum opticorum, or anterooms of the optic 
nerves. In the seventeenth century Mondino called 
the backwardly projecting thalami of man the 


anche, or buttocks; but in the same century Riolan | 
and Willis reintroduced Galen’s original nomen- | 
clature as “optic thalami”, a term which passed | 





2Read at a meeting of the Section of Neurology and | 
Psychiatry of the. New South wines. Branch of the British | 


Medical Association on August 3 





into current usage and even now is only slowly 
being replaced by the more strictly applicable title 
“thalami”. It is of interest to note that “buttocks”, 
rendered as nates, was commonly employed until the 
close of the last century (for example, Elliot 
Smith®)), while the underlying superior corpora 
quadrigemina were, by association, referred to as 
“testes”. 

It is clear that earlier writers drew little or no 
distinction between thalamus and hypothalamus, 
and even today the expression “thalamus” or “optic 
thalamus” covers only too often the whole dien- 
cephalon. As recently as last year Lashley) stated 
that for the purpose of discussing supposed 
emotional localization such distinction is unneces- 
sary. This attitude has led to much misconception 
in the past, and at the outset it is essential to insist 
upon the structural and functional difference 
between thalamus and hypothalamus. Epithalamus 
and subthalamus are not considered here. 
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Evolution of the Diencephaion. 


In primitive vertebrates the diencephalon consists 
almost solely of what corresponds to hypothalamus 
in higher animals. In Amphibia there appears above 
this a small mass of cells which is the forerunner 
of the thalamus proper (Figure I). In Reptilia the 
thalamus attains considerable size, and American 
neurologists (see, for example, Herrick,‘*)“) Huber 
and Crosby,‘*)), using “thalamus” as equivalent to 
the whole diencephalon, called the upper part 
(thalamus proper) pars dorsalis thalami and the 
lower part (hypothalamus) pars ventralis thalami. 
In the Mammalia, however, the thalamus in its turn 
develops an “upper level” (Figure I), as Le Gros 
Clark™ has shown; this rendered the American 
terminology confusing, and Le Gros Clark modified 
it to pars dorsalis diencephali and pars ventralis 
diencephali respectively. For practical purposes, 
however, the simpler titles “thalamus” and “hypo- 


thalamus” meet all requirements and are employed | 


throughout this paper. 


Anatomy of the Diencephaion. 
‘Thalamus. 

Diencephalic levels having been determined, it is 
necessary to consider the structure of the human 
thalamus. The information available is largely 
based upon animal experimentation, but it appears 
to be applicable with reasonable accuracy to man. 
Gudden (quoted by Fulton™)) seems to have been 
the first to show that removal of cortical areas 
causes degeneration in thalamic nuclei. But the 
problem received its first clarification when von 
Monakow (cited by Le Gros Clark"), Cajal‘) and 
especially Elliot Smith®) showed that primitively 
thalamo-cortical connexions are so. disposed that 
each portion of the thalamus is directly related to 
the nearest part of the cerebral cortex (Figure 
VIa); and Elliot Smith expressed the opinion that 
a thorough knowledge of the thalamus is the key 
to understanding of the cerebral cortex. Investiga- 
tion by von Monakow, von Bechterew (quoted in 
von Bechterew®)), Roussy"®) and many others 
led to the intensive study by Sachs.“*) Not all the 
findings of this worker can be accepted today; but 
he made two points of interest. He divided the 
thalamus into two parts: a medial, comprising 
the medial and anterior nuclei, distinguished hy 
hypothalamic connexions, and a lateral, which 
includes most of the remaining nuclei. He further 
determined that the cortical projection fibres from 
the lateral nucleus are arranged with the facial 
fibres lowest, the limb fibres highest. 

The last great advance was accomplished when 
Le Gros Clark and his co-workers‘ “* © 5) showed 
that the thalamus itself is separable into two levels, 
ventral and lateral, and elucidated in great detail 
the topographical representation of the thalamus 
on the cerebral cortex. Similar work has been 
performed by Poljak,“) 2) Earl Walker,‘ * 4) 
Fortuyn“*®) and others. If allowance is made for 
differences in material—rats and macaques (Le Gros 
Clark), macaques (Poljak), macaques and chim- 








panzees (Earl Walker) and rabbits (Fortuyn)— 
and for slight variations in nomenclature, their 
findings are all in substantial agreement, and the 
conceptions and nomenclature of Le Gros Clark 
will be followed as the simplest and most logical. 


The nuclei of the ventral group (Figures IT and 
IV) are the anterior, ventral and arcuate, and the 
dorsal nuclei of the medial and lateral geniculate 
bodies (in man the two latter comprise most of 
the bodies so named). The anterior (antero-ventral) 
receives fibres from the hippocampus via the fornix, 
the mamillary body and the mamillo-thalamic tract 
(bundle of Vic d’Azyr) and projects to the gyrus 
cinguli on the medial wall of the hemisphere 
(Figures V and VIn). The ventral nucleus receives 
all the’ somesthetic impulses through the medial 
lemniscus and relays to the sensorimotor cortex 
(precentral and post-central gyri). Im‘ the ventral 
nucleus the face fibres end in the medial segment, 
then the arm, trunk and finally the leg fibres 


_ laterally (Figure ITI); on the sensorimotor cortex 
| the face is projected below, the remaining parts in 


order above (Sachs,“*®) Le Gros Clark,‘?®)‘??) 
Poljak,“” Earl Walker,” Dusser de Barenne et 
alii,**)) Penfield and Boldrey,® and others). 
The arcuate nucleus receives some 25% of the fibres 
of the opposite superior cerebellar peduncle 
(brachium conjunctivum) and relays them to the 
lowest part of the precentral gyrus (Le Gros 
Clark'**)). The lateral geniculate body receives the 
optic tract and transmits impulses through the 
optic radiation to the visual cortex or area striata 
(Figures II and VI); localization within this 
system has been abundantly shown by Holmes and 
Lister,“ Brouwer et alii,“%°5 Poljak et 
alii,“°") 32) Le Gros Clark and Penman‘?*) and others, 
and requires no elaboration. The medial geniculate 
body relays auditory impulses from the inferior 
brachium to the transverse temporal gyrus (Figures 
II and Vir); some localization within this system 
has been posulated by Poljak,@" Brouwer?) and 
Earl Walker. *) 


In a primitive mammal all these afferent fibres 
enter a single cell mass which represents the whole 
ventral group of higher mammals (Abbie“*)). It is 
only when the individual afferent systems increase 
in size and importance that discrete nuclear masses 
separate (Figure II), and they tend to move some- 
what towards the source of the impulses upon which 
they depend—probably under the influence which 
Kappers™* has called “neurobiotaxis”. It will be 
observed that all afferent pathways, with the pos- 
sible exception of those of smell, end in the ventral 
nuclei, where they give rise to a fresh relay to 
the cerebral cortex. 

The lateral group of nuclei (Figures IV and 
Vis) comprises the anterior (antero-lateral and 
antero-dorsal), dorso-medial and lateral, and the 
pulvinar, which itself contains discrete cell masses. 
The anterior pair, like the antero-ventral, receives 
fibres from the mamillo-thalamic tract and relays 
to the cingular gyrus (Figure Vie). The dorso- 
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medial group receives impulses from the medial 
hypothalamic area via the -periventricular fibres 
and transmits them to the prefrontal cortex (area 
frontalis granularis). The anterior part of the 
lateral nucleus projects to the premotor cortex 
(area frontalis agranularis), the posterior part (or 
the anterior part of the pulvinar, there is no clear 
distinction) to the parietal area behind the post- 
central gyrus. One nucleus of the pulvinar projects 
to the cortex around the auditory region, while 
another (Figure VIs) projects to the cortex around 
the visual region (para-peristriate area). : 

Apart from the anterior and dorso-medial nuclei, 
which have hypothalamic connexions, the nuclei of 
the lateral group appear to depend upon impulses 
from the ventral nuclei with which they are in 
relation and from which they appear to have arisen 
(Abbie). The true lateral nuclei are inter- 
polated or “association” nuclei, which are related 
to the interpolated or “association” areas of the 
cortex, and the principle of Elliot Smith® can be 
extended to include them within its scope, as was 
pointed out in 1934 (Abbie“*)). It will be noticed 
that the anterior and dorso-medial nuclei do not fit 
so snugly within the scheme of Le Gros Clark as do 
the others, and it may be considered advisable to 
distinguish them as a “medial group”, as in the 
original classification of Sachs.) 

To correlate the newer nomenclature with the 
older, more generally employed by clinicians: the 


“anterior nuclei together represent the “anterior 


nucleus”, the dorso-medial represents the “medial”, 
and the lateral plus the ventral correspond to the 
“lateral” or “ventro-lateral” of current clinical 
accounts. 

One conspicuous cell mass—the centre-median 
nucleus of Luys—remains for consideration. In 
lower mammals it appears within the medullary 
lamina separating the ventral and lateral nuclei; 
that is, it is merely one of several intralaminar 
nuclei, and only in primates does it attain to any 
size (Rioch®)). Its evolutionary significance can- 
not be gainsaid, but its functions and connexions 
remain obscure. On the basis of a clinical lesion 
Le Gros Clark and Russell’) thought it might 
have connexion with the insula; but this was not 
confirmed by. experiment (Le Gros Clark and 
Russell). Complete hemidecortication leaves this 
nucleus intact, and it has been thought to act as a 
correlation centre for the other thalamic nuclei. 
Recently Earl Walker (cited by Fulton™)) has 
stated that it may be related tothe globus pallidus. 

Although the evidence is not clear in every case, 
it would appear that where thalamo-cortical. con- 
nexions exist the relation is of a two-way type and 
includes also cortico-thalamic fibres. As will appear, 
this is the basis of most theories of thalamic activity. 


Hypothalamus. 

The anatomy of the hypothalamus has recently 
been determined in detail by Le Gros Clark. (2° (5® (67) 
Since the connexions and functions of many of the 
nuclei and tracts remain in doubt, this account is 





confined to major subdivisions only, and to a few 
nuclei of proven importance. 

The hypothalamus proper is restricted to the 
region between the optic chiasma and the mid-brain ; 
the region above and in front of the chiasma belongs 
to the hemisphere and is called the preoptic area. 
Extending throughout the preoptic and hypo- 
thalamic regions are two columns of cells, medial 
and lateral, which are usually referred to as medial 
and lateral preoptic, and medial and lateral hypo- 
thalamic, nuclei respectively. Passing through the 
lateral preoptic-hypothalamic nucleus is a fibre tract 
called the medial forebrain bundle. This arises in 
the medial wall of the hemisphere, traverses the 
lateral region and is lost in the tegmentum of the 
mid-brain (Tsai®®)). The lateral preoptic-hypo- 
thalamic nucleus is thus the “bed” nucleus of this 
bundle, and the two are better considered together 
as the “lateral area” (Abbie*)); for the sake of 
consistency the medial nuclei will be distinguished 
as the “medial area”. Compare Figures IV and V. 

In the preoptic region, just above the chiasma on 
each side, is the small supraoptic nucleus, while in 
the medial preoptic area is the paraventricular 
nucleus; both are connected with the posterior lobe 
of the pituitary through the supraoptico-hypophyseal 
tract (Figure V). This lobe has connexion with the 
hypothalamic region through the tubero-hypophyseal 
tract. In the posterior part of the medial hypo- 
thalamic area is a posterior hypothalamic nucleus, 
which, according to Le Gros Clark,‘ ® (57) attains 
its greatest size in man; since its connexions and 
functions are unknown it is not illustrated, nor is 
it considered further here. The medial hypothalamic 
area is connected through the periventricular system 
with the dorso-medial nucleus of the thalamus 
(Figure IV), while the lateral area appears to be 
concerned mainly with descending tracts to lower 
centres. 

The mamillary bodies each contain several nuclei 
and they have some conspicuous connexions. The 
most obvious are the anterior column of the fornix, 
the mamillo-thalamic tract ‘and the mamillary 
peduncle. Some additional mamillo-tegmental 
tracts pass to the mid-brain and the two bodies have 
commissural connexions (Figure V). : 

Many other tracts and nuclei have been described 
in the hypothalamus, but their significance is 
uncertain. In general it may be said that the hypo- 
thalamus of man as a whole does not show much 
advance upon that of lower animals. 


Physiological and Clinical Considerations. 
Thalamus. 

Apart from the mediation and relay of sensory 
impulses (visual, auditory, somesthetic and possibly 
olfactory) by its ventral nuclei, the thalamus has 
been popularly endowed with various intrinsic 
functions, on the basis mainly of clinical 
observation. 

The “Selected Writings” of Hughlings Jackson) 
contain scarcely a reference to this organ, although 
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apparently Jackson knew that lesions in the 
thalamus might cause interference with taste, 
hearing and vision (Edinger), Edinger appears 
to have been one of the first to observe the associa- 
tion of disordered sensation and pain of central 
origin with thalamic disease; the pain drove the 
patient to suicide. Later, Déjerine and Roussy (see 
Roussy"*)) studied and defined this syndrome 
thalamique. According to Roussy it is produced 
by a lesion of the postero-lateral part of the ventral 
region of the thalamus (that is, chiefly the outer 
part of the ventral nucleus) with little or no involve- 
ment of the internal capsule. . Typically it includes 
contralateral superficial and, especially, deep hemi- 
anesthesia, loss of muscle sense, astereognosis, and 
intractable pain of central origin; the objective 
sensory loss may produce ataxia. There may be 
slight transient hemiplegia; but persistent hemi- 
plegia and choreoathetosis indicate extensive cap- 
sular interference. 


Head and Holmes (see Head‘”)) found similar 
sensory disorder following damage to the lateral 
(apparently ventral) nucleus, plus some emotional 
disturbance. Head stated that such damage resulted 
from a lesion of the geniculo-thalamic artery— 
probably the anterior chorioidal artery, which, 
according to Beevor,‘®) Poppi,‘ Abbie‘) *® (6) 
and others, supplies the lateral part of the ventral 
nucleus. Head ascribed the sensory loss to destruc- 
tion of the sensory pathway; but the hyperesthesia, 
hyperalgesia, paresthesie and pain (dysesthesie of 
Kinnier Wilson‘*)) and the emotional disturbance 
are positive conditions, and these he attributed to 
destruction of cortico-thalamic inhibitory fibres. 


Recently Earl Walker“ has stated that super- 
ficial sensation is probably represented in both 
thalami, deep only in the contralateral, and that 
pain and hyperpathia are most frequently associated 
with a lesion in the lateral part of the lateral 
(presumably ventral) nucleus. According to this 
writer, tremor in thalamic disease is probably due 
to involvement of the rubro-thalamic tract, choreo- 
athetosis to interruption of the strio-thalamic tract; 
he says also that ataxia is not constantly associated 
with disturbance of deep sensation. Walker 
remarks that “thalamic hemiplegia” is often hypo- 
tonic ; but it may be pointed out that the hemiplegia 
associated most frequently with thalamic disease is 
due to a lesion confined to the posterior limb of the 
internal capsule, and that so long as the fronto- 
pontine tract is uninjured the hemiplegia should 
be of the “hypotonic” type anyway. Walker‘*!) also 
offers the suggestion that cerebellar impulses 
through the arcuate nucleus stimulate the cerebral 
cortex (possibly by lowering the threshold) and may 
coordinate volitional movement. 


Smyth and Stern‘) have reported the symptoms 
associated with thalamic tumour. They find that 
subependyma! gliomata tend to involve the medial 
nuclei first and extend to the brain laterally, but 
they have little tendency to invade the tuber; such 
are characterized by the early onset of mental 





deterioration and the appearance late, if at all, of 
objective sensory disturbances. Invasion from the 
lateral or ventro-lateral aspect, however, produces 
gross sensory disorder at an early date. This is more 
or less in harmony with Head’s view of an “essential 
centre” in the medial part of the thalamus. 


It is clear that the clinical findings raise three 
problems: (a) Is dysesthesia evidence of thalamic 
damage or release? (b) Is there a centre for 
emotion in the thalamus? (c) Does the cerebral 
cortex exert any restraint over the thalamus? These 
questions will be taken up below. 


Hypothalamus. 


According to Lashley,“) Fodéra reported as early 
as 1822 that stimulation between the optic chiasma 
and the superior corpora quadrigemina produced 
cries and other emotional expressions, while later 
von Bechterew"®“) made similar observations and 
ascribed the symptoms to the thalamus. Ferrier‘® 
and Roussy”) disagreed, and it seems clear now 
that von Bechterew’s findings depended upon hypo- 
thalamic stimulation. Once, however, the distinction 
had been drawn between thalamus and hypo- 
thalamus, the latter was subjected: to extensive 
investigation. The results have been summarized 
by Ranson,“ Beattie, Riddoch: and Dott," 
Fulton,® Boon’ and others. 


The preoptic region appears to be concerned 
mainly with the parasympathetic portion of the 
autonomic system. Stimulation about the anterior 
commissure produces contraction of the bladder, 
decreased rate and depth of respiration, sometimes 
fall in blood pressure, occasionally slowing of the 
pulse and inhibition of respiration, and rarely con- 
striction of the pupil (Ranson). Stimulation of the 
posterior part of the lateral hypothalamic area 
evokes chiefly sympathetic effects: alertness, raised 
blood pressure, dilatation of the pupils, increased 
rate and depth of respiration, inhibition of intestinal 
peristalsis, secretion of sweat and bristling of the 
hair. There may be in addition the parasympathetic 
effects of salivation (which Ranson includes with 
the sympathetic) and evacuation of the bladder, 
which may be ascribed to stimulation of fibres of 
passage from the preoptic region. Continued stimu- 
lation of the postero-lateral part of the hypo- 
thalamus provokes struggling, scratching and 
biting—all the manifestations of extreme rage. 


Cannon‘) and Bard‘) have shown that bilateral 
removal of the cerebral cortex facilitates the expres- 
sion of rage: the reaction is appropriate to the 
circumstances, being pathological only in the greater 
readiness with which it is elicited. Such reactions 
persist after removal of most of the thalamus proper 
and until only the posterior few millimetres of the 
hypothalamus remain. Somewhat similar mani- 
festations occur after removal of the whole hypo- 
thalamus; but they are not so intense, sustained or 
well organized as when the posterior hypo- 
thalamus is intact. Bard attributes his results to 
removal of cortical inhibition, while Papez‘t) 
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regards them as evidence of elimination of an 
anabolic parasympathetic influence normally 
mediated through the preoptic region. Cannon 
and Bard call these reactions “sham rage”, and 
they correspond to the “pseudaffective state” 
described by Sherrington.) It is important to 
note that while appropriate circumstances produce 
rage reactions in animals so treated, equally 
appropriate circumstances fail completely to pro- 
duce corresponding manifestations of pleasure; 
in other words, rage, and rage only, is the emotion 
expressed through the posterior part of the 
hypothalamus. 


Destruction of the supraoptic nucleus or its 


tract eauses degeneration of the posterior lobe of 
the pituitary; this, or removal of the posterior lobe 
of the pituitary, produces diabetes insipidus. The 
exhibition of pituitrin alleviates the condition; 
removal of the anterior lobe of the pituitary cures 
it. This is explained on the basis that the anterior 
lobe of the pituitary secretes a diuretic hormone, 
the posterior lobe an antidiuretic hormone. Removal 
of the latter gives free rein to the former; sub- 
sequent removal of the anterior lobe eliminates the 
excess. It is known also that lesions in the hypo- 
thalamus may cause glycosuria, but the exact site 
seems to be uncertain. 

Destruction of the postero-lateral hypothalamic 
area induces more or less persistent somnolence. 
Ranson attributes this to loss of emotional urge, 
Papez to unbalanced parasympathetic influence. 

Damage to the preoptic region may produce 
transient hyperpyrexia; damage to the postero- 
lateral portion of the hypothalamus, on the other 
hand, may cause a more or less persistent poikilo- 
thermia, the animal’s temperature tending to vary 
with that of the environment. 

On clinical grounds the mid-hypothalamic region 
is, said to contain centres which contro] fat 
metabolism and sexual development (Fulton). 
They are regarded as separate, since lesions in this 
situation may produce disorders of both, alone or 
together. 

Clinical lesions involving the hypothalamus may 
reproduce some or many of these symptoms, 
although not necessarily as a discrete functional 
unit (tumour, encephalitis lethargica). Diabetes 
insipidus, sexual derangement, interference with 
fat metabolism, undue somnolence or excitement, 
emotional disturbance or even complete alteration 
of personality and temperament amounting to 
mania (Alpers‘*®)) may ensue. This is no place for 
detailed analysis; it is enough to show that these 
manifestations are related to the experimentally 
demonstrable functions of the hypothalamus. It 
appears probable too that the association of peptic 
ulcer with a hypothalamic lesion depends upon 
autonomic disorder (see Beattie”). 

Many observers have reported epileptiform mani- 
festations in lesions of the hypothalamus. The 
evidence in favour of a “hypothalamogenic” theory 
of epilepsy has been presented by Yakovlev.‘7?) 








This author points out that a typical epileptic 
attack is characterized by evidence of autonomic 
disorder. The aure are often of a neuro-vegetative 
character; the active phase presents signs of 
excessive sympathetic discharge (dilated pupils, 
profuse sweating, rapid pulse, pallor et cetera), 
together with increased muscular tension, loss of 
consciousness and convulsions. Afterwards there 
is muscular relaxation accompanied by mainly 
parasympathetic effects: constricted pupils, flushed 
face, bradycardia, salivation, relaxation of 
sphincters, and sleep. Further, “basal” narcotics, 
which are said to exert their influence through 
the hypothalamus, are the most potent agents for 
controlling epileptiform conditions. Kappers‘’®) 
and Boon,‘ while conceding all this, point out 
that it indicates no more than that the hypo 
thalamus contains a motor mechanism through 
which the outward signs’ are produced, which is 
very different from being the primary cause. They 
conclude that the focus in true epilepsy is still to 
be sought in the cerebral cortex, and' that epilepti- 
form manifestations may be produced either by 
removal of cortical control of the hypothalamus or 
by local stimulation of this by tumour or inflam- 
matory disturbance. It may be added that the 
cerebral cortex itself contains some autonomic 
representation, as Hughlings Jackson showed long 
ago. This may be derived either through the 
mamillo-thoracic tract to the gyrus cinguli or 
through the dorso-medial nucleus to the prefrontal 
cortex; and Fulton’) has demonstrated visceral 
efferent fibres from the cerebral cortex (premotor) 
through the fronto-pontine tract. 


Theoretical Considerations. 
Dysesthesie. 


Kinnier Wilson‘® has subjected to very severe 
criticism the view that the positive sensory dis- 
turbanees which accompany thalamic disease are 
due to “thalamic release”. He shows that similar 
disorders of sensation may Occur in lesions any- 
where along the somesthetic path from the 
periphery to the cerebral cortex. In the peripheral 
nerve they may accompany damage, pressure or 
tumour (neuroma); in the posterior root ganglia, 
tabes dorsalis (trigeminal neuralgia is only a 
special case of root ganglion involvement); in the 
spinal cord, subacute combined degeneration, 
syringomyelia or disseminated sclerosis, also cord 
section—either complete or partial (for example, in 
the Brown-Séquard phenomenon); in the medulla 
oblongata, syringobulbia or the posterior inferior 
cerebellar artery syndrome; and they may appear 
in lesions of the mid-brain and subthalamus. Their 
association with thalamic disease has already been 
discussed. In the cerebral cortex paresthesie may 
be found in cerebral tumour or as the aure of 
epilepsy. The possibility of cortical appreciation of 
pain is open to doubt; it is denied by Penfield and 
Boldrey,“® while Foerster) cites the occurrence 
of localized pain as an epileptic aura. On the 
experimental side, Dusser de Barenne and _ his 
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co-workers **) ‘*°) have shown that sensitization with 
strychnine of the posterior root ganglia, thalamus 
or sensorimotor cortex constantly produces hyper- 
westhesia and hyperalgesia. , 

In the face of this evidence it is impossible not 
to agree with Lashley that dysesthesie are so 
prominent in thalamic lesions only because the 
thalamus contains the largest and most intricate 
nuclei related to the somesthetic pathway. Various 
French writers (cited by Earl Walker) regard 
the sensory disorders of thalamic disease purely as 
consequences of intrathalamic damage, and Kinnier 
Wilson expresses the opinion that they indicate 
thalamic irritation. 


Quite apart from all this, however, the dys-— 


wsthesie of thalamic origin concern only the som- 
esthetic sensations, and of these only unlocalized 
pain, temperature, pressure and tickle are involved ; 
there is no disorder of spatial localization, tactile 
discrimination or localization of posture (Lashley). 
There is, moreover, no interference with other sensa- 
tions: smell, sight and hearing. (According to 
Lashley, Head’s case of auditory disorder was 
referred to the hyperesthetic side of the body and 
was really a somesthetic disturbance.) But par- 
wsthesie of these other sense modalities do occur. 
Olfactory disturbance in uncinate fits, teichopsia 
in migraine, and tinnitus, may all occur in the 
absence of a thalamic lesion. 

It must be concluded that the dysesthesiz of the 
thalamic syndrome are only a special instance of 
disorder of the somesthetic pathway, that they are 
not inherent in the thalamus and do not indicate 
that thalamic “release” has. occurred. The theory 
of thalamic “release”, moreover, does not cater for 
the dysesthesie of this and other sense modalities 
which may accompany purely cortical lesions. 


Emotion. 


Thalamus.—The view that the “essential centre” 
of the thalamus endows sensation with its proper 
affective content derives from the analysis by Head 
and Holmes. In actual fact, however, emotional 
disturbance may accompany dysesthesie no matter 
where along the somesthetic pathway the lesion is 
situated (Lashley), and there does not appear to 
be any reason to hold the thalamus peculiar in 
this respect. And Lashley states that the affective 
‘response may be no more than a normal person 
would express if subjected to such distressing 
sensory disorder. Certainly there is no evidence 
that the thalamus is an organ for supplying the 
emotional tone to sensation. 

There is, however, evidence that forebrain lesions 
may produce abnormal (that is; excessive or 
inappropriate) emotional expression, and it is neces- 
sary to inquire what relation, if any, they bear to 
the thalamus. Abnormal emotional expression may 
take the form of excessive laughter or crying (rire 
et pleurer spasmodiques) or of rage. Consideration 
of rage may be deferred for a while and attention 
directed to abnormal laughing and crying, of which 
Kinnier Wilson‘*) has made a special study. These 





expressions apparently may accompany a lesion 
anywhere between the cerebral cortex and the facial 
nuclei. They may occur in damage to the lenticular 
nucleus (hemorrhage or progressive lenticular 
degeneration), internal capsule (hemorrhage et 
cetera), thalamus, subthalamic region or mid-brain 
(tumour), or they may accompany such widespread 
conditions as disseminated sclerosis. Rarely, spas- 
modic laughing or crying may appear as a prodrome 
to hemiplegia; but most commonly they accompany 
hemiplegia, occasionally single but usually double, 
and especially the form in which only the pyramidal 
fibres to the nuclei of the face (hook bundle) are 
concerned,, as in pseudobulbar palsy. Tilney and 
Morrison (cited by Wilson‘* and Lashley“) have 
published the post mortem findings in a series of 
cases of pseudobulbar palsy. They found that among 
the subjects who had during life betrayed excessive 
emotional response, in half no sign of damage to 
the thalamus, hypothalamus or corpus striatum was 
revealed ; while of those in whom a lesion was found 
in one or more of these structures, half had never 
exhibited any abnormality of emotional response. 
There is little evidence here to support the view of 
a thalamic origin for expression of emotion; rather 
would it appear that the internal capsule is to be 
held responsible. The clese relationship which this 
bears to the thalamus and the lenticular nucleus 
explains adequately how these structures may con- 
currently, and, as it were, accidentally, be included 
in the lesion. 

According to Kinnier Wilson,“ the relation 
between spasmodic laughing and crying and facial 
paresis is of major significance. This relation may 
take one of three forms: (a) generally there is 
paralysis of voluntary expression, but little inter- 
ference with emotional expression; (b) sometimes 
both voluntary and emotional expression are sup- 
pressed; (c) occasionally there is emotional par- 
alysis, but retention of voluntary facial control. 
These facts clearly imply two separate pathways 
to the facial nuclei, and Wilson, since he considers 
emotional expression to be subserved by the respira- 
tory mechanism, calls them “facio-respiratory” 
tracts. One of these arises in the motor cortex and 
passes with the pyramidal tract to the facial nucleus 
to maintain voluntary control; the other probably 
comes from some subcortical centre and also 
passes to the facial nucleus but serves emotional 
expression. In the hemisphere the two tracts lie 
apart, and either may. be damaged independently of 
the other; in the subthalamus and mid-brain they 
run in company near the mid-line and tend to be 
involved together. 

Hypothalamus.—The evidence relating the hypo- 
thalamus with emotion is both indirect and direct. 
The indirect is based on the reasoning that since 
visceral reactions are somehow concerned with 
emotion, and since the hypothalamus is an important 
autonomic centre, the hypothalamus must be con- 
cerned with emotion. This comes very close to the 
James contribution to the James-Lange theory that 
emotions are produced by visceral response to affec- 
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tive situations. This theory has been attacked on 
many grounds, the most convincing being experi- 
mental. In a dog, Sherrington‘™) severed the spinal 
cord, in the cervical region and cut both vagi, thus 
practically isolating the brain from visceral 
impulses ; the animal’s emotional reactions remained 
precisely the same as before the operation. 
Cannon‘) removed the whole of the sympathetic 
nervous system in a cat, but there was no change 
in emotional response. Finally, Dana (cited by 
Cannon) reported the case of a man who broke 
his neck in the cervical region but lived for nearly 
twelve months; despite complete paralysis and 
anzsthesia below the lesion he betrayed no altera- 
tion in his emotional reactions. Thus, while emotion 
may be accompanied by visceral disturbance 
(blushing or pallor, dry mouth, bristling of hair, 
sweating, intestinal paralysis or relaxation of 
sphincters), there is little to suggest that it is the 
visceral disturbance which manufactures’ the 
emotion. 

The direct evidence is based upon experimental 
and clinical observation. As already shown, stimu- 
lation of the postero-lateral part of the hypo- 
thalamus may produce every appearance of extreme 
rage, while removal of all the forebrain except the 
posterior portion of the hypothalamus renders 
animals especially liable to express rage. With 
regard to stimulation of the postero-lateral part 
of the hypothalamus, it may be pointed out that 
this produces all the reactions of sympathetic 
stimulation. But Cannon‘) has shown that stimu- 
lation of the sympathetic elsewhere also provokes 
the exhibition of rage, and since these other centres 
are not regarded as seats of emotion there is no 





special reason to advance this claim on behalf of | 
the posterior part of the hypothalamus. This is only | 


a highly organized sympathetic centre, although it 


may be the medium through which the emotion of | 


rage attains overt expression. 

The question remains: What relation does the 
emotion expressed bear to the conscious or sub- 
jective state? The answer, as every actor knows, 
is: “Not necessarily any.” Wilson‘*” has shown that 
pathological laughing and crying (a) may be simply 
excessive, but appropriate, reactions, or (b) they 
may accompany a state of emotional indifference, 
or (c) they may express entirely the reverse of 
what the patient feels. Patients in the last category 
indeed may be acutely distressed at the histrionic 
role they are compelled, quite involuntarily, to 
adopt. Since, then, there need be no necessary 
relation between the overt expression and the con- 
current subjective state, such abnormal exhibition 
must reflect merely abnormalities of the mechanism 
by which these emotions usually find external 
expression. The evidence with regard to rage is 
less clear; but Bard‘) points out that the title 
“sham rage” was adopted for this exhibition in his 
animals because it is difficult to conceive how, in 
the absence of practically the whole of the rest of 
the forebrain, they could experience any corres- 
ponding subjective reaction. For a similar reason 











Sherrington’) coined the term “pseudaffective 
state”. 

Not one of the theories of emotion takes cog- 
nizance of the olfactory and gustatory modalities 
of sensation, although, as is well known, these may 
have a very considerable affective content. It may 
be that this affective accompaniment finds adequate 
expression through the pathways of pleasure and 
displeasure, and is not to be considered a special 
emotion at all. But it is possible that animals 
which depend more exclusively upon smell and 
taste in their daily economy than does man may 
acquire peculiar but appropriate affective reactions. _ 
However this may be, Papez‘™) has elaborated a 
theory of emotional genesis which depends upon the 
hippocampus-fornix-mamillothalamic-cingular path- 
way. This is probably an olfactory mechanism, 
although the author does not seem to be greatly 
concerned with smell or taste as primarily affective 
sensations. Detailed criticism of his view is out of 
place here; but it may be pointed out that it is 
based partly upon a morphological fallacy. Papez 
attaches especial importance to the gyrus cinguli, 
because he believes that it is an essential component 
of the medial wall of the hemisphere and is thus 
necessarily related to the hypothalamus. This is 
certainly incorrect; the gyrus cingwJli is neocortical 
in nature, and its relegation to the medial wall of 
the hemisphere is determined purely by pressure 
from the remainder of the neocortex (Abbie‘®?) (%)). 
It would be as valid to regard the prefrontal cortex 
as belonging to the medial wall of the hemisphere 
because it receives hypothalamic relays. The main 
content of the thesis of Papez is not necessarily 
erroneous ; but such assertions are bound to shroud 
it with suspicion. 

Thus with regard to emotion in general, all that 
can be said at present is that the damage which 
produces abnormal emotional manifestations merely 
indicates the pathways through which emotions are 
normally released to the exterior. And since now 
every subcortical centre has been explored with 
negative results, the search for the seat of the 
conscious experience of emotion must be pushed 
up to the cerebral cortex itself; and there for the 
present the problem must rest. 


Cortical Inhibition. 


Thalamus.—Mainly as the result of the work of 
Head and Holmes, the view that the cerebral cortex 
exerts a constant inhibitory influence upon the 
thalamus has received wide recognition. This view 
depends in turn upon the idea that the thalamus is 
a “lower” centre, a view which receives no support 
from the fact that the thalamus has matched every 
step in cortical evolution (vide supra); the two 
have obviously developed hand in hand, each 
reflecting the progress of the other. 

The theory of cortical inhibition turns chiefly 
upon the fact that positive symptoms—dysesthesie 
and emotional disturbance— may appear after 
damage to the thalamus, It has been shown, how- 
ever, that such manifestations are not peculiar to 
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thalamic disease, and to be consistent it would be 
necessary to postulate inhibitory fibres from the 
cortex to every relay along the somesthetic path 
(Wilson). Such a thesis would find little 
support; for example: is trigeminal neuralgia due 
to destruction of a specific cortico-Gasserian inhibi- 
tory tract? As mentioned above, many authors 
believe that thalamic dysesthesie depend upon 
intrathalamic damage, while the concurrent 
emotional disturbance cannot be shown to be 
abnormal, Further, Kozlok'™) describes a case of 
bilateral thalamic syndrome associated with a 
traction band from a porencephalic cyst; division 
of the band, despite destruction of additional 
cortico-thalamic fibres, abolished the syndrome. 


Apart from this there is direct evidence that the 
cortex does not exert an inhibitory influence upon 
the thalamus. In thousands of experiments and 
operations practically every part of the cortex has 
been excised at some time or another, but so far 
there has been no convincing report of thalamic 
release. Head and Holmes, aware of this, met 
the objection by postulating the necessity for 
destruction of practically all cortico-thalamic fibres 
before the symptoms may appear; accordingly, only 
in or close to the lateral nucleus, where they are 
all collected within a restricted area, would a 
localized lesion cause damage sufficient to produce 
the syndrome. But even this fails in the face of 
Bard’s evidence that complete hemidecortication 
produces no emotional disturbance whatever. More- 
over, the additional removal of half the opposite 
hemisphere, either front or back, added little of note 
to the symptoms. The appearance of “sham rage” 
after bilateral decortication might be adduced in 
favour of the theory of cortico-thalamic inhibition 
but for the fact that the additional removal of most 
of the thalamus left the clinical condition unaltered. 


Also opposed to the theory of cortico-thalamic 
inhibition are the experimental findings of Dusser 
de Barenne and McCulloch.“ They show that as 
far as sensory reception is concerned the thalamus 
is the equal of the cortex, and in some respects it 
appears to dominate this. In addition, strychnine 
sensitization of the sensorimotor cortex produces 
within thalamic nuclei the typical electrical reaction 
of excitation, which is not the same as inhibition. 


Lashley®) offers the suggestion that cortical 
inhibition may be exercised over other cortical 
areas rather than over the thalamus, and in partial 
support of this Dusser de Barenne and McCulloch ‘®) 
have found that a small strip of cortex lying 
between the motor and premotor areas does exercise 
some such influence over the related sensorimotor 
cortex. This influence, however, is exerted through 
a path which traverses the caudate nucleus and the 
thalamus before returning to the cortex, and appears 
to be rather exceptional. 

An alternative explanation has been devised by 
Wallenberg and D’Hollander (cited by Earl 
Walker™)) and by Brouwer.) According to 
this the cortico-thalmic fibres exert their influence 





upon the thalamus in such a manner as to “sensitize” 
the particular sensory pathway in use at the 
moment, reducing at the same time the effect of 
other afferent paths. Thus the threshold for the 
relevant sensation is reduced, that for the others 
increased. Earl Walker™®) regards this as the 
mechanism underlying attention. 

There is, therefore, little evidence in favour of 
the thesis that the cerebral cortex exercises an 
inhibitory influence on the thalamus; what evidence 
is available suggests almost the contrary—that 
cortico-thalamic fibres may actually exert a specific 
excitatory effect. 


Hypothalamus.—Bard’s experiments indicate that 
the cortex may have some inhibitory control over 
the thalamus. Bilateral decortication certainly 
produces more facile rage responses. Papez advances 
the view that this results from removal of the 
parasympathetic influence of the preoptic region, 
an opinion which will not withstand the fact that 
a typical response may oceur in the presence of 
an intact preoptic region. The only constant factors 
are the two cerebral cortices and the hypothalamus, 
and it is difficult to contest Bard’s opinion that 
the “sham rage” response indicates removal of some 
cortico-hypothalamic inhibitory control. Certainly 
there are sufficient pathways between the cortex and 
hypothalamus to mediate such an influence, one 
which appears particularly favourable being that 
through the dorso-medial nucleus to the prefrontal 
cortex (Le Gros Clark). 


To sum up, it may be said that while the theory 
of cortico-thalamic inhibition lacks any support 
whatever, it might be justifiable to substitute an 
hypothesis of some measure of cortico-hypothalamic 
inhibition. 


Thalamo-Cortical Circulation. 


This paper would be incomplete without some 
consideration of the ingenious views of Campion. ‘*) 
The interests of this author are mainly psycho- 
logical; but he had the support of two extremely 
able neurologists—Elliot Smith and Stopford. On 
the evolutionary evidence Campion rightly rejects 
the theory of cortico-thalamic inhibition, and he 
raises the thalamus to equality with the cortex; 
but he accepts the idea of an affective centre within 
the thalamus. He imagines thought to be composed 
of “concepts”, which are comparable with the 
“mental atoms” of James, the “neural schemata” 
of Head and Holmes, or the “engrams” of Semon, ‘**) 
except that they undergo a process of continual 
expansion. According to his view, the thalami 
propagate streams of impulses to all the “engrammic 
systems” or “neural schemata” which form the 
neural basis of thonght. There is a continual 
thalamo-cortical circulation of neural impulses: 

The thalami are the means, by innumerable conditioned 
and unconditioned reflexes in their essential organs, of 
sending neural impulses to all parts of the cortex during 
our various processes of reflective and irreflective thought, 


when these are working spontaneously and entirely cut 
off from intruding perceptual interference. 
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Thus the thalamo-cortical circulation is the basis 
of ratiocination. 

Campion’s theory may have defects, but at least 
it offers an alternative to the views which would 
hold the thalami 
. . . a8 Cinderellas among the cerebral organs, where they 
have been kept in the background and in a constant state 
of being repressed by inhibitory impulses passing along 
the cortico-thalamic paths. 


And it is 


. reasonable, in view of the phylogenetic history of the 
parts, to suppose that both thalami and cortex contribute 
together towards the formation of the different functional 
levels of neural structure which are successively formed 
during the ontogenetic life process. 


With that there can be little quarrel. 

To adopt a concrete illustration for Campion’s 
theory: The thalamus and cortex may be likened to 
the warp and woof of a loom. The concepts are the 
threads, and as these simple elements pass to and 
fro they are integrated and assembled until the 
elaborately woven pattern of thought emerges. 


Summary. 

1. The evolution and structure of the diencephalon 
are described. 

2. A survey is given of the functions of both 
thalamus and hypothalamus as revealed by experi- 
mental and clinical evidence. 

3. Various theoretical conceptions are reviewed. 

4. From analysis of the evidence it is concluded: 
(a) that the thalamus has evolved step by step 
with the cerebral cortex, while the hypothalamus 
has shown only slight advance; (b) that the dis- 
turbances of sensation and emotion which charac- 
terize the thalamic syndrome are not peculiar to 
thalamic disease, but may arise with damage at 
any level along the somesthetic pathway ; (c) that 
there is no evidence to support the view that a 
centre for the conscious experience of emotion 
resides within either the thalamus or the hypo- 
thalamus; (d) that there is no evidence to support 
the theory of cortico-thalamic inhibition; but there 
may be some degree of cortico-hypothalamic 
inhibition; (e) that so far from there beihg any 
cortico-thalamic inhibition, there may be instead 
a process of cortico-thalamic excitation. 
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Addendum. 


Since the above was written Earl Walker’s book “The 
Primate Thalamus” (1939) has come to hand; but it 
contains nothing which would modify any of the views 
expressed in this paper. 
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THE USE OF “CARDIAZOL” IN PSYCHIATRY. 


By Broucutron Barry, M.B., Ch.M., D.P.M. (Sydney), 


Deputy Medical Superintendent, Orange Mental 
Hospital, New South Wales. 


To lament the times is a favourite habit with 
everybody these days; however justified this may be 
economically or internationally, it certainly does 
not apply medically, for medically speaking we are 
lucky to be alive. Never in the world’s history have 
so many brilliant discoveries been made in such a 
short time. It is just on twenty years since I began 
my medical cereer; to mention just a few of the 
discoveries made since then, insulin has conquered 
diabetes, liver extract has conquered pernicious 
anemia, the sulphanilamides have conquered a 
variety of allied diseases. Worthy to rank with, if 
not above all these, is the use of “Cardiazol” in 
psychiatry, for “Cardiazol” is the elixir of life to 
a hitherto doomed race. Why it should be so we do 
not know; no one has yet put forward a plausible 
theory, and the theory of Meduna, who originated 
the treatment, will not stand the searchlight of a 
moment’s logic. 

“Cardiazol” is penta-methylene tetrazol; it is a 
synthetic compound roughly allied to camphor, and 
has been in use in general medicine for a number 
of years; in fact its use has been so widespread 
that the firm of Knoll (the originators) has pub- 
lished a text-book of 246 pages on “Cardiazol” alone 
and its use in some hundred widely separated 
conditions. In psychiatry its value lies in its action 
as a cerebral convulsant; and when it is given in 
correct dosage its action is expressed outwardly by 
a reaction indistinguishable from an epileptic fit. 

What is known as convulsive therapy was 
initiated by von Meduna, of Budapest. Several 
workers had published papers quoting figures to 
show that the incidence of epilepsy in schizophrenia 
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was far below the incidence of epilepsy in the 
general population ; Steiner and Straub went so far 
as to say: “In twenty cases we found records of 
epileptic seizures in schizophrenics, and this was 
such a rarity that we doubted the accuracy of the 
psychiatric diagnosis.” This is interesting, inasmuch 
as it is a direct contradiction to Kraepelin, who 
states in his work on dementia precog: “the seizures 
in dementia precog are mostly fainting fits or 
epileptiform in character”. Published figures of 
other workers certainly seem to disprove this state- 
ment of Kraepelin. 

Be that as it may, Meduna formed a theory that 
schizophrenia and epilepsy were what he called bio- 
logical antagonists; he reasoned that if a schizo- 
phrenic could be given epilepsy it was possible 
that his schizophrenia might be alleviated. Since 
it is not possible to give epilepsy at will, he sought 
for a compound which, when introduced into the 
body, would bring about a reaction similar to an 
epileptic fit. First he experimented with camphor ; 
this was so uncertain in action and had so many 
unpleasant side effects that he looked for another 
drug; he turned to “Cardiazol”, which had been 
synthesized by Schmidt, of Heidelberg, in an 
endeavour to find a water-soluble substance from 
camphor and other ketones of the camphor group, 
which, while exhibiting a change of physical 
properties, would yet retain the therapeutic 
properties of camphor. “Cardiazol” proved to have 
all the qualities that he desired. It was a respira- 
tory and circulatory stimulant, as well as being a 
convulsant, and it was destroyed in the body very 
rapidly after injection. 

Psychologists will immediately question his 
logic. First he assumed that schizophrenia was a 
clinical entity, whereas in fact it is no such thing. 
Most authorities now recognize that the term schizo- 
phrenia covers a very wide range of conditions 
and refer to it in the plural rather than the singular; 
it is the schizophrenias and not schizophrenia. 
Kraepelin himself recognized this and included only 
what he called dementia paranoides with the 
dementia precor group with reluctance, as a reading 
of his text-book will readily show. However, the 
treatment met with spectacular success, such 
success indeed that there seemed justification for 
the theory. Then, however, other workers sounded 
its death knell by showing that “Cardiazol” was 
just as successful and even more spectacular in its 
action on other psychoses. 


Mode of Action of “Cardiazo!”. 


Meduna insisted that it was necessary to produce 
a major epileptic fit with each dose of “Cardiazol”. 
To do this, about five cubic centimetres of a 5% 
solution are necessary; the injection must be given 
intravenously, and given at a speed of not less than 
one cubic centimetre per second. This rate of 
injection gives a rude shock to our ideas of the 
fragility of veins. I have injected at the rate of 
three cubic centimetres a second, a rate sufficient 
to throw a jet of water from the syringe a distance 





of many feet; yet no harm has come to the veins; 
they have not ruptured, neither have they become 
sclerosed. Having given a series of some fifteen 
hundred injections, I firmly believe that intravenous 
injection is far safer and less likely to be followed 
by unhappy effects than any other. An intra- 
muscular injection deposits quantities of an 
irritant into tissues which the injection is actually 
damaging; an intravenous injection, on the other 
hand, throws a solution straight into the solution 
that we know as blood, and straight into the already 
mobilized defence forces of the body. I have yet to 
see any unhappy effect due to an intravenous 
injection, though I am quite prepared to admit 
that without adequate cleanliness anything may 
happen. 

Within a few seconds of the injection of a con- 
vulsant dose of “Cardiazol” the effects show. The 
earliest sign is usually a cough as the drug enters 
the lungs; a few seconds later the eyelids twitch, 
the patient makes a few spasmodic movements, the 
eyes open widely in a fixed unseeing stare, the 
patient sits half up, slowly stiffens and the con- 
vulsion commences. By now the patient is uncon- 
scious; the body falls backward and stiffens in a 
tonic spasm; the mouth opens widely and air 
expressed from the lungs may force a scream. This 
tonic stage lasts about ten seconds, during which 
there is plenty of time to insert a gag in the mouth. 
The tonic spasm relaxes and the clonic spasms com- 
mence; these last up to a minute and the patient 
becomes cyanosed, sometimes extremely so; the 
spasms relax and a period of apnea, at times 
alarmingly prolonged, follows. Then the patient 
takes a deep stertorous breath, followed by a few 
others, and the breathing gradually becomes normal. 
So cyanosed does the patient sometimes become, and 
so heavily does the time drag during the period of 
apnea, that it seems that he must expire; however, 
anxiety is pointless, as breathing always recom- 
mences and there has as yet been no necessity for 
artificial respiration. For about ten minutes the 
patient is stuporose, ranging from complete uncon- 
sciousness immediately the fit finishes to a light 
stupor from which the patient slowly emerges. The 
period of stupor diminishes as the patient becomes 
accustomed to the injections, and after a while some 
patients demand their clothes within a quarter of 
an hour. There are various physical changes. The 
pulse rate alters rapidly and without consistency ; 
at times it is bounding and full, at others irregular 
and. weak; it changes rapidly in depth and rate, 
settling down quickly to a regular rhythm, slightly 
faster than the normal rate, as would be expected 
after the severe physical exercise of the fit; it 
rapidly returns to normal. The pupils alter rapidly ; 
first they dilate; then they contract, and they may 
do this several times, apparently from spasm of 
the iris; I have seen one pupil widely dilated while 
the other was rather contracted. Meduna states: 
“The pupils dilate to a maximum extent and remain 
so until the end of the attack.” In our cases this 
does not occur; the pupils dilate, but they fluctuate 
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as already described. The blood pressure is raised. 
Other bodily we have not investigated; 
they are all so transitory and so apparently related 
to the increased exercise taken during the fit that 
they seem to have no prognostic value. The mental 
changes are of more importance. Meduna states 
that the readiness with which the patient reacts is 
in positive correlation to the potentiality to 
remission. We have not found this so in practice; 
some patients to whom it was necessary to 
administer a large dose to produce the fit did 
very well. 


After the patient recovers from the fit he is often 
confused and stupid for an hour or two, or some- 
‘times even longer. Some patients become restless 
and troublesome for the remainder of the day. It 
is generally the day after a fit before any improve- 
ment is noticed. Most patients suffer from head- 
ache and vomiting for a few hours after the fit. 
This is fairly constant early in treatment, but 
later most patients cease to be so worried. 


Results of Treatment. 


During the year ended July 31, 1939, we treated 
with “Cardiazol” 42 newly admitted patients. This 
number was composed of 37 schizophrenics, three 
manic-depressives and two paraphrenics. Of that 
number, 22 have gone home, the condition of 11 is 
improved, mostly very much, in three the condition 
is not improved, and six are still under treatment; 
most of these are improving, and we expect more 
to go home. Not all these patients were suitable 
for treatment, or rather those from whom good 
remissions might be expected, as several were 
“chronics” of some years’ standing; others had a 
basis of mental deficiency. However, if we omit 
those who were grossly mentally deficient and 
those who had a history extending over some years, 
our figures uphold Meduna’s claim that a remission 
occurs in 90% of cases; in practically every recent 
case a remission has occurred and the patient has 
now gone home. Several “chronics” were also 
treated, and our complete series of figures reads: 
53 were treated, 29 had a remission, 12 improved, 
and 12 were not improved. Subdividing these 
figures, we have the figures of Table I. 
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In these figures I have not included a few 
patients who were treated at the request of their 
families and in whom we. neither expected nor 
obtained improvement; these were “chronics” of 





Special Features. 


Five of these patients were being tube-fed when 
treatment was commenced ; three ate after the first 
injection, one after the second, and the fifth a 
few injections later; none needed tube feeding 
again; in fact the opposite was the case; they 
literally could not get enough to eat and-commenced 
to eat ravenously. This increased appetite was 
constant in nearly all cases; none of the patients 
gave any trouble in regard to food after a few 
injections. Tube feeding has ceased at Orange; 
we have fed only one person with the tube since 
“Cardiazol” treatment was commenced. This patient 
was a depressive, aged seventy-two years, with a 
bad heart and in poor physical condition, and I did 
not feel justified in starting him on “Cardiazol”. 
Since he died a little while later I am not satisfied 
that my scruples were of much value. 


One of these patients was a paraphrenic and was 
actively resisting food; even though his mental 
state did not otherwise improve, he commenced to 
eat with zest after the first injection. What a boon 
to hospital and staff the elimination of tube feeding 
has proved, all those who have been in mental 
hospitals will realize. 


Seven patients were mute at the commencement of 
treatment. Three of them commenced to talk after 
the first injection; all of them were speaking, and 
speaking intelligently, after five. Five of these seven 
patients were depressives; the other two were 
stuporose schizophrenics. 


One woman had been in the hospital for nearly three 
years and had not spoken; she had to be fed, dressed 
and pushed everywhere. After one injection she com- 
menced to talk; after the third she was talking brightly; 
she was happy, working most energetically and asking to 
go home. After nine injections she went home, where 
she still is, and a few days ago was discharged, recovered, 
on the certificate of the local practitioner. 


I have never ceased to marvel over this case; 
fortunately it was one of our earliest and gave 
everyone an enthusiasm for the treatment that still 
exists. For over two and a half years this woman 
had been an apparently hopeless mute depressive ; 
in a week she became as well as she had ever been 
in her life. 


Another depressive was interesting. 


He had been three and a half months in Broughton 
Hall and was sent from there to the Reception House for 
certification. He was admitted to Orange, depressed, 
difficult with food, and mute. A fortnight later (during 
which time he had not spoken) I gave him a “Cardiazol” 
injection; he began to talk the same afternoon; a week 
later, after three injections, he was bright and happy, 
working well, and making up for lost time in his talk. 
Then he developed influenza; when he recovered we had 
run out of “Cardiazol”. He immediately relapsed, and 
within a fortnight was miserable, depressed and hopeless 
again; in fact he was as bad as ever. “Cardiazol” arrived 
and his treatment was recommenced; he had a remission 
just as quickly as before. After fifteen injections he was, 
allowed out on leave and is now discharged, recovered. 
He is a familiar figure about Orange and is well and happy. 


Contrast these depressives with a case of schizo- 
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The patient was a girl of twenty, with a history of an 
acute onset of the psychosis; after a few injections she 
suddenly began to speak on the afternoon of an injection; 
she quickly relapsed to a stuporose state again; after the 
next injection there was a longer lucid interval, but next 
day she was stuporose again. The stuporose periods 
became shorter and shorter, and finally disappeared, and 
she left hospital perfectly normal. ; 

While she was in a stuporose state just prior to an 
injection I endeavoured to get her to talk without any 
success. She was looking with the blank, puzzled stare 
characteristic of these patients. A few seconds after | 
withdrew the needle her look changed. I said: “Why 
wouldn’t you speak to me?” She said in a puzzled voice: 
“T couldn’t; I don’t know why; I couldn’t.” She then had 
a fit. In the afternoon she was bright and cheerful. 
Again I asked her why she would not talk in the morning; 
she replied: “I rather hoped you would tell me that I don’t 
know why I couldn’t. I wanted to.” And with that we had 
to be content. 


The progress of another stuporose schizophrenic 
was exactly parallel with this one. Another case 
was also interesting. 

This patient had been in the hospital for a year; she 
had been transferred from another hospital, where she had 





also been for a year; she was apparently a deteriorated | 


schizophrenic. During the year she had been in hospital 
she had spoken only a few words and had not spoken 
to me at all. After the third injection she rose from 
her seat while I was on morning rounds and said to the 
nurses: “Here is the man who is pulling me together.” 
She turned to me and said: “You have never heard me 
speak before, doctor”, and we had a brief conversation. 
This patient has now returned home. 


There is a most curious change in mood exhibited 
by some depressives after an injection. 

One woman especially would regularly change in a few 
seconds from a whining, miserable, agitated, depressive 
state to a state of cheerful happiness. Sometimes, in fact, 
she was deliriously happy and exceedingly garrulous and 
kept the ward in an uproar of laughter. 


This patient disproved Meduna’s statement that 
it is absolutely necessary to obtain the major fit 
if the patient is to benefit from the treatment. 
Many a time she did not have a fit; in fact for a 
while I was deliberately refraining from giving her 
a fit-dose to watch her reaction. I have seen other 
depressives smile happily a few seconds after an 
injection. On the other hand, there is no doubt 
that some patients become intensely agitated for 
some hours if an injection does not produce the 
major fit, and I have no doubt that it is harmful to 
them unless a further successful injection is given. 

This last patient has not completely recovered. When 
injections were started we had been feeding her with the 
tube for nearly ten months; she was acutely hallucinated 
and delusional, particularly about food, which we were 
poisoning with the extraordinary mixture of axle grease, 
lizafds and other minor constituents. She commenced to 
eat straight away and soon lost her agitation; she became 
quiet and contented, and eventually treatment was sus- 
pended, though she was still delusional. After a few 
months she became depressed and difficult with food again. 
After another course of injections her appetite and better 
spirits returned. She is now on a third course, and her 
condition has improved further. 


Many patients lose their hallucinations very 
rapidly under treatment, and hallucinations are 
generally the first symptoms to disappear; in a 
few cases three or four injections have banished 








vivid hallucinations, particularly in paranoid 
schizophrenics. 

One schizophrenic with a strong depressive trend has 
twice requested a further course of treatment. She loses 
hallucinations for twenty-four hours after an injection, 
and after a course of injections loses them altogether. 
The voices return to her when treatment has ceased. 


It is possible that intensive treatment early in 
her psychosis would have cured this patient, and it 
is still possible that she will become well enough to 
leave; she is, however, a hypochondriac, who is 
happy only when under some form of treatment. 

Patients, even emaciated ones, stand “Cardiazol” 
treatment remarkably well, and the vast majority 
immediately develop a large appetite and put on 
weight. Why this should be so, no one has attempted 
to explain, but nearly all workers comment on it. 
While I have no actual figures to give, the average 


| increase in weight in treated patients would be at 


least a stone, and probably more. I have started 
treatment on depressive patients in very poor 
condition. 


One woman of fifty, who was five feet eight inches in 
height, weighed a little over five stone, and it was with 
some misgivings that I commenced treatment. She was, 
however, actively resisting all food and seemed certain 
to die. For a couple of days we tube-fed her, and she 
fought so bitterly that I decided to take the risk of 
“Cardiazol” injection, which, after all,.was a no greater 
risk than tube feeding. After one injection she could be 
fed; after three she was eating heartily; after eight she 
was eating ravenously. 


Tube feeding should soon be a thing of the past. 


As a course of treatment goes on, patients develop 
a tolerance to “Cardiazol” and it usually becomes 
necessary to increase the dose given. The most we 
have had to give in a single dose has been eleven 
cubic centimetres. In the early stages the correct 
dose can easily be estimated according to body 
weight. While five cubic centimetres are the average 
dose, a small woman needs much less, and I have 
induced satisfactory fits on two to three cubic centi- 
metres. Moreover, the more highly strung nervous 
system of a woman allows a satisfactory injection 
to be given at a slower rate, so that a smaller needle 
can be used. This is of great practical help in 
women with small veins. Men need a wide-bore 
needle. 


Action of “Cardiazol” in Schizophrenia. 


Most of the patients mentioned so far were depres- 
sives. The swing from depression is so spectacular 
that one tends to remember these in preference to 
others. However, the results in schizophrenia were 
none the less satisfactory; to understand them in 
relation to Meduna’s claims it is necessary to 
analyse schizophrenia itself. 

Kraepelin writes in his text-book: “Whether 
dementia precow in the extent here delimited 
represents one uniform disease cannot be decided 
at present with certainty”, and he includes paranoid 
forms only because the terminal state is the same 
as that of other forms. He states: “It cannot be 
denied that pictures of paranoid states at first do 
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not have the slightest resemblance to those of kata- 
tonic stupor, of excitement or of dementia simples.” 
With the use of “Cardiazol” there is not even a 
similar final terminal state to justify the inclusion 
of paranoid states with other schizophrenias; in 
any case, many widely differing physical diseases 
have terminal states in common. 

To me there seem to be two separate and quite 
distinct states in schizophrenia. One is Kraepelin’s 
dementia simplex, “an impoverishment and devasta- 
tion of the whole physic life which is accomplished 
quite imperceptibly.” The other is a psychosis 
developing more or less acutely, with the usual 
accompaniment of hallucinations, delusions et 
cetera. However, the dementia simplex type of 
patient is psychically unstable and generally sooner 
or later develops the psychotic symptoms of the 
other group. This is most important in prognosis, 
since “Cardiazol” will remove the abundant 
psychotic flora, and remove it completely; what is 
left behind is nothing more or less than what was 
present before, in the one case a normal man, in 
the other a dementia simplex, That is to say, 
“Cardiazol” will remove psychotic symptoms from 
a dementia simplex patient, but cannot restore 
a vitality to the psychic life which vanished many 
years before. 


There is also the problem of mental deficiency. 
In the old days there was a place in the world for 
the village idiot; in common with the rest of the 
village, he never strayed more than a few miles, 
and everyone knew him and looked after him; the 
higher grade mental deficient was found occupa- 
tion suitable to him at a suitable wage. But now 
things have changed. A basic wage is a great and 
humane advance in the economic world; but no 
one can afford to employ a mental deficient and pay 
him a high wage, and so there is nothing for him to 
do but travel, living on the dole, picking up odd 
jobs and unconsidered trifles. He does not receive 
sufficient nourishment. If moved on by the police 
from one town to another, he serves a few gaol 
sentences and eventually breaks down, to land in 
the nearest mental hospital, generally a country 
hospital. There we may remove his psychotic 
symptoms, but we still leave behind a mental 
deficient; and to expect any more is to expect man 
to improve on God’s handiwork. 


Those who desire to obtain Meduna’s results in 
schizophrenia must do what Meduna did and select 
patients carefully. As I have said before, those 
schizophrenics at Orange who had a short history 
and a reasonable degree of intelligence, practically 
all had a remission. Allow. me to quote some cases. 


G.K., a male, aged twenty-three years, was a great 
public school boy and a jackeroo. He was in the Reception 
House for a fortnight before certification and rapidly 
deteriorated the whole time. He was of the acute dementia 
simplex type, hallucinated, confused, depressed, delusional 
and very introverted. Very little improvement occurred 
till after the twenty-first injection, which was followed by 
rapid recovery. Twenty-nine injections were given 
altogether. A recent letter from his parents states that 
he is keeping well and is back at his job. 
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This patient did not show any real improvement 
till ten weeks after treatment was started. 


G.G., a male, twenty-seven years of age, a labourer, 
married, suffered from dementia paranoides; he had per- 
secutory delusions and acute hallucinations. He had 
thirteen injections with remission. He needed psycho- 
therapy to explain to him what had happened. Just 
before he left he wrote to his sister and said: “I don’t 
know myself what happened; all I know is that wherever 
I went people seemed to be slinging off at me; even my 
own little babies seemed to be poking fun at me. Even 
though my mind was off colour, that hurt me very much. 
I wondered why people seemed to have turned against me, 
because as far as I knew I hadn’t an enemy in the world; 
so it just shows you what a person’s imagination can do 
with one at times.” 


E.K., a female, aged thirty-three years, married, had 
been “queer” for a few weeks and stuporose for a couple 
of days. She spoke and laughed for a few hours after 
the fifth injection. After each injection the stuporose 
period grew shorter and finally disappeared. She returned 
home to her family. Recently she visited the hospital to 
report and was quite normal. 


E. McF., aged fifteen.years, was a high-grade imbecile. 
When. admitted she was in a katatonic state, and mute. 
After five injections she was bright, happy and cheerful, 
and was able to converse quite intelligently. She was 
taken home by a delighted father. 


The content of a schizophrenia depends largely 
on the previous intelligence; naturally an educated 
and intelligent person will have a wider and more 
floriferous delusional system than a _ mental 
deficient; poverty of ideation shows both before 
and during a psychosis. 


Meduna states that a bad family history gives a 
bad prognosis, even with “Cardiazol” therapy, and 
explains many of his non-remitting cases as due to 
bad heredity. We have not had enough cases to 
comment on this, but one case at least has a 
bearing. 

This case was that of a hebephrenic female, aged sixteen 
years. Her mother had three times been in the Reception 
House at Orange with manic attacks; her grandmother 
had been an inmate for a couple of years; one uncle has 
been an inmate for many years; an aunt had been an 
inmate for some time; one uncle committed suicide; 
another served a gaol sentence for threatening his wife. 
This girl had six injections and is now ready to go home. 
Whether she can overcome the tremendous hereditary 
handicap as well as her home environment will be 
interesting. At present she is quite sane and is a fairly 
intelligent child. 


Prognosis. 


What will be the future of the patients who have 
had remissions? If we judge by overseas results, 
the prognosis is excellent in the main; many 
patients have been out of hospital for four years 
or more and show no sign of relapsing. However, it 
is too much to expect that all of them will be 
permanently cured. This is not an expression of 
pessimism, but a realization that the same circum- 
stances that caused a breakdown may well cause 
another. We can cure the patient of his psychosis ; 
but if wé send him back to exactly the same con- 
ditions as ¢Catised it, then we must at least consider 
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the possibility of the same condition recurring. We 
have one case illustrating this. 


W.M., a female, aged twenty-five years, had three 
children. On admission to hospital she was very confused 
and delusional, and writing absurd and persecutory 
letters—she was persecuted by the medical profession, 
surely the last word in delusions! She had an unfortunate 
history. She had married young and shortly afterwards 
her husband had become an invalid and unable to work; 
on the invalid pension she was expected to keep the 
two of them and three children. She had no relaxation, 
but worked all day and was rarely out of the house. 


She was a thin, miserable looking person with slight 


hyperthyreoidism and an exceedingly nervous disposition. 
On top of this she developed iritis, and was an inmate of 
the Orange Base Hospital, where I first saw her. She 
was certified about three months later, when her conduct 
became too erratic for her to be managed at home. Actually 
she could have been certified much earlier. She had 
fourteen “Cardiazol” injections and a complete remission 
resulted. She then returned home to work, worry, insuf- 
ficient nourishment and no relaxation; six months later 
she relapsed sufficiently to be returned to the hospital. 
She has had four injections and is now as well as she 


ever was and is ready to return home again. But what 


has she to look forward to? The answer is, nothing but 
a repetition of what has already happened, for there is 
no prospect of the family’s economic position improving. 
I can foresee her going out and coming back regularly; 
but at least we have changed a progressive dementia to a 
cyclic condition, which will possibly be rectified whenever 
she returns. 


However, not many patients will have such a 
gloomy prospect as this, for not many will be 
so irrevocably tied down. Men at any rate have 
usually the choice of making some change in their 
environment, and even a slight change may be 
enough to break the vicious circle that was originally 
responsible for the psychosis. So far as we know 
at present, patients who have had remissions and 
whose circumstances allow them to avoid the vicious 
circle that caused their psychosis, are permanently 
cured. 


Standard of Cure. 


This of course brings us to the consideration of 
what constitutes a cure. At least two of our 
patients who have gone home are not cured. One 
has a dementia simplex of many years’ standing; 
he developed a psychosis. “Cardiazol” treatment 
rid him of the psychosis, but left behind a useless 
being without any initiative or driving force— 
without, in short, that vital spark which is necessary 
to make a success in life. His family were satisfied 
with his condition, since he became, as he had 
previously been, easy to handle, and they took him 
home. 
I have labelled him “not improved”, even though we 
have rid him of hallucinations and suicidal ideas; 
there is, however, left behind an idle, shiftless 
creature, who is of no more use to the world sane 
than he was insane. 


I have seen a standard of cure defined as a con- 
dition wherein a man returns to his work with full 
insight into his condition. There are, however, 
objections to this. His work may be a contributory 
factor to his psychosis. Patient W.K., whose history 
I gave earlier, was a jackeroo who spent most of 





Another similar patient is still in hospital. 





his time entirely alone, living on flour and mutton. 
I impressed on his parents that his job would have 
to be altered, otherwise there would be serious 
danger of a relapse. For a patient to have full 
insight it is necessary for him to have full and 
open discussion of his psychosis, and many patients 
are most unwilling to recall these episodes. Meduna 
holds that it is actually harmful to the patient to 
make him discuss things that he wishes buried. A 
sensitive patient will seek devious means of avoiding 
a discussion of his condition in retrospect. The 
standard of cure will vary a little with the 
psychiatrist as well as with the patient. A man 
who has regained keenness and zest in life, who is 
showing no psychotic signs and, so far as we can 
judge, has insight into his condition, we must regard 
as cured. 


The Duration of Treatment. 


Meduna gives an arbitrary number of at least 
thirty-five injections before a case is given up as 
hopeless. Three of our patients showed no improve- 
ment till after their twenty-first injection, after 
which they had fairly rapid remissions. As I have 
already stated, it is important to continue treatment 
after the patient is apparently normal; Meduna 
holds that at least three further injections are 
necessary. All our results bear out the truth of 
this belief. 


It is customary to give two injections a week; 
but in acute cases I often give three a week, and 
the patient sometimes seems to benefit by the more 
intensive treatment. It is my intention to commence 
treatment in some chronic cases by inducing three 
or four fits at intervals of a few hours, to be 
followed by a gap of several days, so that the effect 
may be watched. 


The average length of time spent in hospital by 
the patients in this year’s series who had remissions 
was fourteen weeks; their probable period in hos- 
pital previous to treatment with “Cardiazol” was a 
lifetime. The average number of injections given in 
successful cases was fifteen to sixteen. This brief 
stay in hospital is of great economic importance 
to the State. If it is granted that those who were 
discharged because of the treatment during the 
year would have been resident in the hospital on 
July 1, the hospital was saved 477 weeks’ main- 
tenance. This works out at a saving of about £550; 
the actual cost of the drug was slightly over £100. 
But this is only a small part of the picture. The 
average expectation of life of those discharged would 
be another thirty years; thus the actual amount 
saved, provided the patients do not relapse, is 23 
multiplied by 30 multiplied by 65 (number dis- 
charged multiplied by number of years of life 
multiplied by yearly cost to the State). This is 
something in the neighbourhood of £50,000; add to 
this the loss of earning power of over twenty men 
for thirty years, and the cost to the State of sup- 
porting the dépendants, and the figures begin to look 
like a lesson in astronomy. One patient who 





THE MEDICAL JOURNAL OF AUSTRALIA. 





TasLe I. 





* 


Duration of Uness. 




















BO ROME OF wie RxOP 
BP KOM Ra Of RPM 


P 

















a HE 


Rg BeBe bahia & 
4 
i i 


SS KK KESK EEEEKEEEE “OSD "0" EE RE REEES K EERE ~ KE K 
= 


30 
40 
26 
22 
36 
25 
35 
35 
40 
33 
40 
33 
32 
23 
29 
30 
30 
30 
38 
30 
46 
30 
20 
20 
16 
15 
30 
27 
32 
20 
20 
30 
26 
20 
26 
23 
22 
35 
27 
30 
24 
19 
35 
27 


KO MP RNS SRORPoRSe © 


F 





| 


2 
he 


Re <2>m 
BRSSEE SE & 


| Prgms Se mw Ob 
<x 


| 
t 


PETE 


— 


Remitted. a 
Improved; was tube injections 
commenced. 


; taken home by father, who said : 
— tf 


Insufficient treatment; refractory; io 
Remitted > relapesd and returned for further 
; remitted ¢ 

injections again. 

Not improved. 

No improvement. 

Insufficient treatment; patient sent to 
improvement. 


refract ward; no 
Remitted. 











Worse. 

Much im 
than 
; not 


Mauch’ im 
eo 


some relapse. 
Two series; much improved. 
No —— 
Remitted. 
Remitted. 
Remitted. 
Much improved ; dementia simplez. 














| 


becomes a permanent inhabitant of a mental hos- 
pital is a serious charge on the State; one saved is 
less out of the pockets of the taxpayers. 


Future of Mental Hospitals. 


It is obvious that mental hospitals must change. 
The organization built up in the years s.c, (that is, 
“before ‘Cardiazol’”) will not remain suitable as 
the years go on. Refractory wards, for instance, 


will be very different places, They are filled these | 
days with the débris of schizophrenia, long rows | 
of dements in institutions who look alike and act — 


for nine out of ten of those who come after will 

be cured or their disorder will be arrested. There 
is a great difference in the atmosphere of hospitals 
now from what it was eight years ago, when I 
entered the Mental Hospitals Department. They, 

| especially the newer ones, become more and more 
like a general hospital; difficult patients become 
fewer and fewer, and an atmosphere of friendliness 
and hope replaces the old one. 





The Effect of “Cardiazol” on Psychological Theories. 
The effect that “Cardiazol” has on psychological 
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that is devastating. A dense rock of cold, hard fact 
has emerged from the swirling waters of theory. 
Here is a psychological disease being cured by a 
physical agent, for there is nothing psychological 
about an epileptic fit; it is definitely and abruptly 
physical. 
that insanity is a physical disease, cured by a 
physical agent and presumably caused by one. It 
is unfortunate that when new facts are found at 
variance with old theories people prefer to hang on 
to the theories rather than to face the facts. It is 
a little staggering to realize that the great Jung 
recently published a paper on schizophrenia in The 
British Medical Journal and made no mention of 
either “Cardiazol” or insulin therapy; and yet 
these latter are of more importance than any other 
contribution ever made to the treatment of 
psychosis. The facts are there plainly: mental 
diseases, how many we do not yet know, are curable 
by “Cardiazol”; he who does not get results is not 
carrying out the treatment properly. Psychoanalysts 
are left swirling in their own mephitic vapours, for 
how can they explain the fact that the hairy 
horrid complex which has proved impervious to 
their windy armaments is easily dissolved by a few 
drops of a chemical solution? 


Side Effects of “Cardiazol”. 


The chief discomforts suffered by the patient are 
giddiness, headache and vomiting for an hour or 
more after the injection. Two or three patients 
have stated that it is just the same feeling as 
coming out of an anesthetic. In approximately 
1,500 injections the only untoward happening has 
been a dislocated jaw. 

One patient only suffered from a dislocated jaw, and he 
dislocated it several times till we improvized a harness 
which not. only prevented the dislocation but also happily 
interfered with the running commentary with which he 
gratuitously entertained us. 


Many workers have spoken of sclerosed veins 
following injection ; I have yet to see one. Often the 
wall of the vein is considerably thickened for a few 
days after the injections, but the lumen is always 
patent and the swelling always becomes absorbed. 
Moreover, I have yet to see a patient, man or woman, 
without a reasonably sized vein in or around the 
cubital fossa. It is often impossible to see a vein; 
but one can always be palpated, its course identified 
and an injection made. There is, of course, another 
handicap which is often present, and that is a wildly 
struggling patient. Those who have trod the lily 
paths of silence and obedience in big general hos- 





At last there seems to be definite proof | 





pitals may well stand aghast at being asked to give | 


an intravenous injection to a person apparently 
gifted with the strength and disposition of seven 
devils; but it has to be done, and in point of fact 
is done regularly and speedily. : 

The following description was given by a patient 
of his impressions on receiving a 
injection. 


“Cardiazol” | 


Ww. 8. 
| Psychoses”, 





When the ligature was released the injection 
seemed to reach the heart and brain simultaneously. 
The heart action was accelerated. He seemed to 
concentrate externally. His vision was focused on 
a multitude of white specks. Then these specks 
assumed one mass. This mass then resolved itself 
into a fantastic pattern of many colours. Heads of 
dogs seemed to replace the human heads on atten- 
dants. Against his will he concentrated inwardly. 
He felt he was in the power of something over which 
he had no control. He appeared to float on air 
high above the earth, passing over great globes of 
light until he reached what appeared to be the sun. 
Next he had a sensation of standing upright in mid- 
air. Then, without any volition of his own, he 
started to execute a catherine wheel. He then 
wondered what would happen to him when he 
became perpendicular with his legs in the air. He 
woke up. 


The after-effects were: paralysis of the hand and 
arm on the injection side, which gradually lessened, 
intense nausea and sleepiness, and temporary 
revulsion to food. 


There are, of course, contraindications to 
“Cardiazol” therapy. The excessive exercise taken 
during an epileptic fit may well embarrass a-heart 
not properly compensated, and deaths have been 
reported in such cases. The blood pressure rises, 
sometimes considerably, during a fit; therefore 
common prudence would suggest the ruling out of 
arteriosclerotics, though I have not heard of 
casualties due to this. Quiescent tuberculosis has 
been reported to have lit up under the treatment; 
and, of course, anyone actively ill should be auto- 
matically excluded. These, however, are a small 
group in actual practice, and very few people are 
unfit to undergo a course of treatment. 


Summary. 


Fifty-three insane patients have been treated with 
“Cardiazol”, Twenty-nine of these have left the 
hospital; most of them have had complete remis- 
sions. Twelve of the others have improved and some 
of these are expected to leave. Twelve patients 
have not improved; some of these were considered 
unsuitable for treatment, which was carried out only 
at the request of the relatives. 


The findings are in accordance with the claims 
of Meduna and other overseas workers. 


A new weapon of immense power has been added 
to our therapeutic armament. A new outlook has 
been given to psychiatry. 
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MENTAL DISEASES IN RELATION TO 
GENERAL PRACTICE. 


By Joun K. Apgy, M.B., F.R.A.C.P., 
Medical Superintendent, Receiving House, Royal Park, 
Victoria. 


I THINK everyone will agree that there is inter- 
action between body and mind, that to have a 
healthy mind one should have a healthy body, but 
to have a healthy body one must have a healthy 
mind. Of course we have all met people who bear 
up against physical ailments with remarkable forti- 
tude ; but I think most will agree that if a man has 
an unhealthy mind a physical disability is 
accentuated. 

There are certain forms of physical disease which 
appear to be particularly closely associated with the 
patient’s state of mind. One of these is gastric or 
duodenal ulcer, in which anxiety, even unconscious 
anxiety, has a definite influence on the pain and 
discomfort. Many men have noticed that when 
attending to their ordinary business they have to be 
careful of their diet and the slightest indiscretion 
causes increase of pain, but when they are away on 
a holiday they find they can eat anything without 
the slightest discomfort. If asked, they will say 
they have no worries, that their business and family 
affairs are in good order; but when they are on 
holidays and eonsequently do not have to decide 
between A and B, even though this decision may 
be trifling, this respite is sufficient to relieve their 
worries; their brains are rested, consequently their 
stomachs cease from troubling and their duodenums 
are at rest. 

I should like to suggest that it is most inadvisable 
only to prescribe for gastric troubles in which the 
original cause is psychological. The physician argues 
as follows: “I think this man’s symptoms are 
psychological in origin, but if I prescribe a strict 
diet it will do the physical condition good and the 
psychological condition no harm.” Unfortunately 
in many cases this last statement is untrue, as the 
treatment serves to fix the patient’s worries on‘ his 
stomach, and then he has the psychological worry 
about his physical condition added to his troubles. 
The usual vicious circle is established—the more he 
worries, the more gastric symptoms; and the more 
gastric symptoms, the more he worries. 


I suggest that the most suitable treatment is 
medicinal and psychological, and that both types 
of symptoms must be treated, the former by diet 
and medicines, the latter by reassurance and 
explanation that mental troubles produce and 
accentuate physical symptoms. What is to be done 
if the troubles are subconscions, that is, are not 
admitted by the patient even to himself? The 
tactful practitioner will ascertain the truth of 
the position by indirect questioning, by encouraging 
the patient to tell his troubles and by teaching 


1 Read at a meeting of the Victorian Branch of the British 
Medical Association on August 2, 1939. 








him to see for himself the connexion between the 
mental and the physical. May I point out that it 
is necessary for the patient to deduce this fact for 
himself, not to have it thrust upon him. To say 
baldly “not to worry, that causes pain”, is to court 
disaster. It is easy to say to a man “not to worry”, 
it is not so easy for him to carry out these 
directions; but if he realizes for himself that worry 
and physical pain are closely connected, he feels 
that he can assist to cure himself and is not the 
victim of a malignant fate. 

I should like to come to the subject of pain. 
Pain has been defined as the reaction of the body 
to a noxious stimulus, which is true; but pain is a 
psychological phenomenon, not a physical one. 
There is no doubt that it is nearly always caused 
by physical disease; but pain in itself is psycho- 
logical. I remember a patient shown several years 
ago at a clinical meeting, a woman who had severe 
pain in the arm. Every possible thing was tried 
and finally the arm was amputated at the shoulder, 
and still the pain persisted in the phantom limb. 
I suggest that in this case it was a sense of guilt 
and a desire for self-punishment that caused this 
pain, and the treatment lay in psychotherapy, not 
in surgery. 

This brings me to the subject of the patient’s 
desire for self-punishment. This is much more 
common than one would expect. The patient has a 
subconscious desire not to get well; he feels that 
he deserves his illness, although he protests strongly 
against it. Subconscious desires are not desires. 
which the patient has and knows he has but hides 
from others. They are desires which the patient 
conceals even from himself and quite honestly denies 
when directly questioned. 


I wish to quote the following case: 


A woman, aged thirty-five years, was married and had 
one child, xged a few months. For the last two years 
she had been nursing a bedridden mother, in her own 
words, “lixe a little child”. She had said to herself, “if 
my mother would die I should be relieved from this worry” 
and had instantly repressed the thought and had not 
admitted it to herself. The mother died, and a few weeks 
afterwards the patient was brought in with an attack of 
anxiety neurosis, the chief symptom of which was the 
fear that she would kill her young child, and she was 
absolutely terrified of being left alone with it—a most 
pitiable condition for a mother. When the connexion 
between the repressed wish and the symptom was pointed 
out she completely recovered. 


Many women and some men use sickness as a 
trump card to be used to get their own way, and 
make a habit of hugging their pain. We all know 
the patient who haunts the out-patient department 
of the general hospital and who is determined to be 
ill. The attraction of the interest and sympathy 
of their friends, the desire for self-punishment, and 
the desire to punish their relatives, particularly 
their husbands, wives or children, is too great for 
them to resist. 

When a patient comes into a consulting room 
most physicians make certain assumptions, one of 
which is: “This man is ill; he comes for treatment 
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and desires to get well.” These last words, “and 
desires to get well” are in some cases extremely 
fallacious, and the patient comes not because he 
desires to get well but because he desires to get 
sympathy, not necessarily from the doctor, but the 
sympathy of his. friends and enemies. 

The Russian has for a long time been the most 
profound psychologist. I should like to read an 
extract from a book called “Antonina”, by Yuri 
Herman. Antonina is being examined by an 
otologist. , 

Turn your head please, said the specialist. She turned 
her’ head and groaned, but she still listened to the entire 
flat hushed. She wanted to feel the pain again, let it be 
ten times more violent, if only to hear that hush, that 
listening through the flat, and once more to experience 
the incomparable feeling that they were all listening to 
what was happening to her. 


One of the most important discoveries of Freud 
is what he calls the ambivalency of emotion: that 
anyone can both hate and love the same person. 
It is quite possible for a young woman to say that 
she loves her mother, that the mother has given up 
all for her daughter, that she is the best mother 
in the world. Further investigation shows that she 
is not only the best mother in the world but also 
the most tyrannical. Her daughter dare not even 
think without the mother’s permission; the 
daughter’s actions are dictated by the mother’s 
desires; any resistance on the part of the 
daughter causes outbursts of hysterical tantrums 
on the part of the mother, reproaches for ingrati- 
tude, accusations of heartlessness ; and the daughter 
gives up the struggle and the family goes on as 
usual, being the most devoted family in the world. 

I have found that considerable significance 
attaches to a woman fingering her wedding ring as 
soon as she is questioned about her married life. 
This usually indicates that she is either entirely 
dependent on her husband and cannot think apart 
from him, or else she is connubially unhappy and 
desires to get away from him. 

If you wish to know a patient’s emotions, watch 
the hands, not the face. The agitated twisting of 
the fingers of the melancholic, the grasping of the 
arms of the chair of the anxiety neurotic, the wide 
sweep of the arms of the maniac, all give useful 
information. 

I wish to call attention to Freud’s fixations on 
another member of the family. Whether the (dipus 
complex or the incestuous fixation exists is unimpor- 
tant from the point of view of the general prac- 
titioner; but it is important to recognize when 
one member of a family has a fixation on another 
member. By a fixation I mean that he models his 
conduct on that of the other member, he is unable 
to get away from his influence, and his whole 
attitude to life is considered from that standpoint 
only. 


To quote a case to illustrate this: 


A man, aged thirty-five years, single, a bank clerk, 
came to me with hysterical paralysis of the right arm. 
Hysteria in the male is so unsual that I asked a physician 















to examine him in case he was suffering from amyotrophic 
sclerosis; but the consultant agreed that there was no. 
organic lesion. The patient lived with his mother and 
made a comfortable living from his work. His sister and 
her husband then came to live them them; the husband 
was out of work and apparently an inveterate loafer. 
The patient objected to work for the whole family, and 
a man with any psychological moral fibre would have 
kicked out the brother-in-law or have gone to live by 
himself; but, owing to his fixation on his mother, the 
patient was quite unable to leave her and could not 
persuade the mother to make the sister or her husband 
leave the house. He refused to support the whole family, 
did not have the courage to say so, and solved the 
dilemma by being unable to work on account of hysterical 
paralysis in his right arm. 


I now wish to mention cases of compensation— 
nothing to do with workers’ or accident compensa- 
tion, but psychological compensation. By this I 
mean that a man feels his inferiority from some 
mental or physical cause and determines to succeed 
because of his disability. Successful compensation 
is the most satisfactory method of combating 2 
feeling of inferiority; but if the compensation 
breaks down, the condition is worse than before. 

A young man, aged twenty-three years, single, was 
going for his accountancy examinations. He was weedy 
and undersized, and not blessed with a superabundance 
of brains. He used to run a mile before breakfast, do 
physical exercises and spend a great deal of time working 
for his examinations—all very laudable indeed, and much 
to be commended. Unfortunately he failed in one of his 
examinations, and the result was a condition of hypo- 
chondriasis. His heart was working too fast; he was 
so tired that he was totally unable to do any work of 
any sort, and he came to the Receiving House with every 
imaginable ill. His argument was something like this: 
I have the necessary brains and capacity; if I fail it must 
be some cause which is not my fault. I must be ill, 
therefore I am ill. In other words, he became ill because 
his self-esteem had been attacked and his compensation 
had broken down. By means of continual persuasion and 
reestablishment of his self-esteem he improved, passed 
his examinations, and is now doing very well. But he 
still likes to have someone on whom to lean, and visits 
me about three times a year, fearing he might be going 
to get ill; and I have no doubt that if or when he meets 
a ‘set-back, if he is unable to compensate, he will again 
fly to disease. 


One suggestion I should like to make is not to 
recommend travel or sea trips to neurasthenics or 
melancholics. If it is necessary, and it usually is 
necessary, to get them away from their families 
and their present deleterious surroundings, a move 
to a private hospital is advisable, but not a long 
train or boat trip. Their minds and bodies need 
mental and physical rest, and even the worries of 
taking ‘tickets, of deciding on hotels, and so on, 
increase their mental distress; and a voyage on a 
tourist trip is the most mentally exhausting 
performance I know. 

With regard to mental troubles in children, if 
we are confronted with a child aged about five to 
twelve years, who should be well but always seems 
to be in some physical trouble, the following 
questions should be asked: (a) Is the child desirous 
of the attentions of a fussy and devoted mother? 
(b) Is the child jealous of a younger brother or 
sister—afraid that the attention the mother has 
given him will now be devoted to the later arrival? 
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(c) Is the mother continually suggesting illness to 
the child by recounting her own illnesses to a circle 
of admiring friends in front of the child? (d) Does 
the child feel neglected and unwanted and behave 
badly deliberately to have the father and mother 
distressed and the house in an uproar? In other 
words, to take revenge on the parents for their 
neglect? Any or all of these causes play a part in 
the lives of some children. I am an admirer of the 
English boarding school system in which a boy is 
away from home from the age of seven to seventeen. 
Each case must be considered on its merits, and 
these questions must be kept in mind when a child 
does not make normal progress in pre-school and 
school age. 

I occasionally see young children, chiefly in the 
out-patient department of a general hospital, and 
I always question them when their mothers are 
out of the room. At my first interview I never 
allow the mother to tell me the child’s symptoms 
in front of the patient. Children are often afraid 
to speak before their parents, or else echo their 
parents’ statements. Much more reliable informa- 
tion can be obtained in separate interviews, and 
sometimes one finds that the child is living under 
conditions that no adult would stand for a week. 
The eldest daughter, even though young in years, 
is particularly likely to have a bad time, being 
expected to assist in the housework, go to school 
and look after the younger children; in other words, 
to do the work of three people. 

In regard to older children, say from twelve to 
sixteen years of age, I get much more valuable 
information from an intelligent brother or sister 
than I do from the parents. They can give infor- 
mation as to how the patient gets on at school, 
their relations to their schoolfellows, teachers and 
parents; and the trouble may be at home, at school, 
or both. 

I am aware that this procedure may be impossible 
in a busy practice in general medicine, and that my 
patients have been previously examined and 
physical troubles eliminated; but all the same I 
feel sure that there is a tendency to accept the 
mother’s statement and to pay too little attention 
to the child’s own report. | 

By this time the surgeons are thinking that they 
are not concerned with the mental states of their 
patients. I wish to draw their attention to the 
fact that 75% of accidents occur among 25% of 
employees. It might quite reasonably be said 
that this 25% are at more dangerous work, are 
perhaps slower in their reflexes, or are more careless 
in their actions. A great deal of work is now being 
done in investigating these cases, and for this I 
refer you to The Journal of Mental Science or The 
Journal of Psychological Medicine. Opinions differ 
considerably on the results of this work; but it is 
more and more being admitted that there are definite 
mental factors which enter into the causes of 
accident, amongst which are the desire for self- 
punishment, a desire of the patient to punish others, 
or his desire to extricate himself from a psycho- 





logical dilemma. Put in a plainer way, an employee 
who is free from mental anxiety is more likely to 
pay attention to his work than one whose mind is 
distracted by family worries, financial problems 
and similar troubles; and sometimes these troubles 
exist without the knowledge of the patient. 

The relation of goitre to anxiety neurosis is very 
close, but exceedingly obscure. I have seen anxiety 
neurosis cured by thyreoidectomy, and I have seen 
it arise after thyreoidectomy. In some cases the 
enlargement of the gland is a safety valve which 
prevents the patient from feeling anxiety; in 
other words, the anxiety is converted into a physical 
symptom ; in other cases both the anxiety and the 
goitre are symptoms of some underlying cause. 

I shall now mention general paralysis of the 
insane, and I appeal to all general practitioners 
to try to send these patients for malarial treatment 
as soon as possible. Any epileptic fits starting after 
the age of thirty-five years should lead one to suspect 
general paralysis of the insane among other causes, 
and any person with inequality of the pupils, 
slurring speech or signs of mental enfeeblement, 
should have his blood and cerebro-spinal fluid tested 
for the Wassermann reaction, and, if positive, 
further investigations should be made. The case 
of general paralysis of the insane which imprints 
itself on the mind is that of the man with grandiose 
delusions who says he has millions and says he 
rules the universe; but the majority of general 
paralytics have no delusions and show only a slow 
and insidious deterioration of mental powers. The 
necessity for treating these patients with malaria 
at the earliest possible moment is imperative, as 
malarial treatment is effective in the early stages, 
but can only arrest the disease in the advanced 
stages, leaving the patient an invalid for life. 

The majority of patients with true insanity can- 
not be treated by the general practitioner; but I 
wish to call your attention to a recent advance in 
psychiatry which comes within the reach of all 
physicians. I refer to the “Cardiazol” treatment of 
melancholia. Patients with this disease are 
undoubtedly benefited, not only young patients, but 
women at the climacteric and men of about fifty. 
The procedure is to give intravenous injections of 
“Cardiazol” sufficient to produce a fit after each 
injection. The fits are produced two or three times 
a week till the patient recovers or twenty fits 
have been caused. So far our results are most 
satisfactory, and in a few weeks the patient appears 
to be an entirely different person. 

Many senile patients are extremely troublesome, 
but it is most inadvisable to send them away from 
their own homes. They are happier and better in 
the familiar surroundings; but to keep them there 
it is essential that they should remain fairly quiet 
at night. It is always at night that the senile 
patient is most worrying, as he gets out of bed and 
wanders about, nearly sets his house on fire trying 
to light his pipe, and tries to dress himself at 
about 2 a.m. I suggest that the following treat- 
ment may help. He should have a light meal in 












-- | eee eee ee ee) ee 











Sepremser 16, 1939. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


441 





the middle of the day, the heavy one in the evening, 
and extra food just before he goes to bed. Alcohol, 
preferably warmed, is the best sleeping draught. 
If he has been used to it, he cannot be cut off; if 
he has not been used to it, it has soporific effects. 
It should be possible to warm up food for him if 
he wakes in the night, and sedatives or sleeping 
draughts should’ not be given till he has awakened, 
not on his first retiring to bed. 

Warmth is very essential, and there is a tendency 
to feel cold even in warm weather; consequently 
the patient, feeling uncomfortable, gets out of bed 
to try to get warm, with no more sleep that night. 

Sometimes the senile patient takes great objec- 
tion to one particular son or daughter. If possible, 
that person should go away and live elsewhere for 
a few weeks, for “out of sight, out of mind” applies 
particularly in the aged. 

Any physical disease should of course be treated ; 
and in cases in which, as it often is, the restlessness 
is due to cerebral anzmia, cardiac stimulants are 
more effective than cerebral sedatives. 

The more patients I see, the more I am bewildered 
by the complicated reactions of the human mind on 
the body and of the body on the mind. The mind is 
not an infallible instrument. On many occasions 
it does not think logically, it can contradict itself, 
it can keep two opposing trains of thought, even 
two opposing desires, in water-tight compartments 
and. fail to see that they are opposing. It refuses 
to aecept facts and lives in a non-existent world. 
All the same, I am astonished that it'is able to 
adjust itself to so many environments, to adapt 
itself to such multifarious conditions, particularly 
when we remember that the mind was invented to 
estimate the distance between two branches and to 
judge whether a banana is ripe. 


Reports of Cases. 





TORSION OF THE OMENTUM. 





By J. KennetH Mowat, 
Hay, New South Wales, 





Clinical Record. 


E.B., a robust man, aged thirty-two years, Was seen on 
July 13. He was complaining of abdominal pain. The 
pain had commenced three days. before, fairly suddenly, 
across the lower part of the abdomen. For forty-eight 
hours it had been very severe, causing the patient to 
“double up” and preventing him from straightening his 
right thigh. There had been no vomiting, but nausea was 
constant. Constipation was severe; he had taken a 
packet of Epsom salt without effect. He had had orange 
juice only. 

The pain had greatly diminished by the time I was 
called, having settled as a constant ache in the right lower 
abdominal quadrant. (It is extraordinary how many 
people will suffer torturous abdominal pain—‘the colic, you 
know, doctor”—but seek urgent medical assistance when 
the bowels fail to act.) 

On examination the patient was seen to be of an 
unhealthy pallor, with coated tongue and heavy abdominal 
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breath; his pulse rate was 110 per minute and his tempera- 
ture 99:4° F. The abdomen was moderately fat. There 
was considerable tenderness in the right iliac fossa, and 
definite rigidity was present. Respiratory movement was 
free. Rosving’s sign and the leg signs were absent, and 
there was no hyperesthesia. There was a right inguinal 


-hernia, which was easily reducible. The patient insisted 


that he was feeling better, so that there was difficulty in 
convincing him that he was suffering from acute 
appendicitis. ' 

Operation was performed three hours later. Through a 
McBurney’s incision large nodular blue-black masses were 
encountered with dark blood-stained fluid in the peritoneal 
cavity. As this fluid was characteristic of strangulation, 
it was apparent that the condition was one of torsion of 
the omentum. A paraumbilical incision was made. The 
strangulated omentum was of phenomenal bulk and was 
thinly adherent in all quarters to gut and parietes. These 
adhesions were rapidly broken by hand and the mass was 
delivered with difficulty. Four complete twists of the 
pedicle were counted. The omentum was ligated at the 
highest twist and removed. 

As the densest of the adhesions were in the caecal 
region and there was some amount of lymph present there, 
the appendix was investigated. It was retrocaecal and 
was removed after a not inconsiderable struggle. The 
appendix was not acutely inflamed and the internal hernial 
orifice was relaxed and free. The patient made an 
uneventful recovery. 


Discussion. 

Torsion of the omentum is rare. The interest in this 
case, beyond its rarity, lies in the fact that the patient 
subjectively was improving. Apparently the omentum, 
becoming gradually necrotic, lost its sensitivity. Had the 
patient been left, I presume a septic peritonitis would have 
developed, although it is possible to conceive an aseptic 
sloughing and subsequent withering of the necrotic mass. 
As for the appendix, it would perhaps have been better 
left; but we thought it might have had an acutely inflamed 
tip and so might have initiated omental movement and 
torsion. Also its inaccessibility became apparent only 
during the process of its removal. 





Reviews. 


BACTERIOLOGY. 








In the fifth edition of “A Handbook of Bacteriology” 
the author, Professor J. W. Bigger, has adhered to his 
avowed intention of providing a conveniently compact 
handbook.: This edition contains in all only eight pages 
more than its predecessor of 1935. The author’s 
desideratum has been achieved by condensation or omission 
of the obsolete, rather than through neglect of any 
important recent work, most of which is at least referred 
to, even if very briefly in some instances. 

The first nine chapters deal with the principles and 
practical details of essential bacteriological technique. In 
the accounts given of those procedures which the student 
may have to carry out himself, the author has emphasized 
and described very clearly and fully just those ‘points 
which, in the experience of other teachers also, the novice 
seems to find most difficult. These chapters should there- 
fore be very helpful to students at the commencement of a 
course in bacteriology. 

Short chapters follow on the bacteriological examination 
of milk, water and shell-fish, and on antiseptics and dis- 
infectants. At the end of the latter is a very brief account 
of chemotherapy, in which the author hardly seems to lay 
sufficient stress on this subject, in view of the importance 
it has assumed since the introduction of drugs of the 
sulphanilamide group. 





“Bigger, M.D., Sc.D. ; 
Large 
12s. 6d. net, 


1“Handbook of Bacteriology”, by J. w. 
Fifth Edition; 1939. London: Bailliére, 7 and Cox. 
rice : 


crown 8vo, pp. 481, with fllustrations. 
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The next eight chapters are devoted to various aspects 
of immunology, which are described in a lucid if admittedly 
dogmatic manner. 

The remainder of the book (twenty-seven short chapters) 
deals with the classification and systematic description of 
organisms, including viruses, pathogenic protozoa and 
fungi, which are concerned in human disease, with short 
accounts of associated pathological changes. 

A miner criticism is that, although cultural methods 
for the isolation of tubercle bacilli are described in the 
special section devoted to that organism, no mention is 
made in several earlier references to tuberculous infection 
of the use of culture as an alternative or adjuvant to 
animal inoculation when microscopy has failed to reveal 
the organism. 

Only two more serious criticisms appear to be justified. 
In the first place, very few dates are given in connexion 
with names (such as Jenner, Ehrlich, Lancefield et cetera) 
associated with various discoveries. Dates could so easily 
be inserted after such names, and thus the student could 
be given a certain amount of historical perspective, which 
seems very desirable in connexion with such an ever- 
changing subject as bacteriology. Secondly, there is no 
bibliography. Even a brief list of references, Hmited 
perhaps to the more important work of the last decade 
or two, would give the intelligent student a wider outlook 
and enable him to retain his “Bigger” as a stimulus and 
stepping stone to further study, instead of discarding it, 
as he otherwise miist, as soom as he has mastered the 
elements of the ge ne to pass the required 
examination. As it s * however, the book can be 
recommended as a most readable and clear exposition of 
the rudiments of bacteriology for those who wish to probe 
no further; and this perhaps is the object at which the 
author has aimed. 

The book is well illustrated; many of the reproductions 
of photomicrographs of actual organisms in particular 
compare more than favourably with those in some of the 
larger text-books of bacteriology. 





SURGERY FOR THE STUDENT. 





Tue brief time interval since its first edition indicates 
the instant success and popularity of “A Short Textbook 
of Surgery”, by C. F. W. Illingworth. In the second edition 
there is little alteration in the text, while many new illus- 
trations have been added. The value of the book to the 
student is the result of the arrangement of the detail, which 
is concise, easy to grasp, and sufficiently verbose. The 
author completely ignores operative technique, which would 
be irrelevant in a work devoted mainly to pathology and 
clinical symptomatology. The new section on water and 
salt plasma content maintenance is a welcome addition. 





FORENSIC MEDICINE. 





Tue second edition of “Recent Advances in Forensic 
Medicine” has been published. The ground covered in 
this.edition is much the same as that traversed in the 
last, but some additions have been made. The most 
important of these is the newer work on blood grouping. 
This is so important that the leading article in this issue 
has been devoted to its consideration. Prominence has 
also been given to the estimation of alcohol in the blood 
and its relatinoship to alcoholic intoxication. A whole 
chapter is devoted to this subject, and its importance, in 














view of prosecutions under traffic acts, will be apparent. | 


Other chapters deal with firearms and the injuries caused 





“A Short Textbook of Surgery”, by C. F. W. Illingworth, 
M.D., F.R.C.S.; Second Edition; 1939. London: J. and A. 
Churchill Limited. Medium 8vo, pp. 727, with 12 plates and 
189 text figures. Price: 21s. net. 

*“Recent Advances in Forensic Medicine”, pa. *s 8s. seit, — 
F.R.C.P., D.P.H., and J. Glaister, M.D 
Edition ;" 1939. London: J. and A. Churchill —Se— — 
crown Svo, pp. 264, with 85 fitustrations, Price: 15s. net. 

















by them, the medico-legal examination of hairs, the 
medico-legal application of the serological or precipitin 
test, and so on. While this is a book which will be of 
use chiefly to police medical officers and government 
medical officers who have to undertake special investiga- 
tions, it contains much that will interest the practitioner. 
The books on “Recent Advances” are so well and favourably 
known that this member of the series does not need 
special commendation. 





ANALGESIA. 





Tue second edition of Dr. Harold Balme’s book on the 
relief of pain has recently appeared, two and a half years 
after its first publication, thus proving that the book has 
been found useful2 On reading it again we are struck 
with the value of the setting forth in a book of moderate 
size of all the various causes of pain in different regions and 
of different types. The mere looking up.of methods recom- 
mended for any particular variety of painful ailment 
suggests tothe reader other diagnostic possibilities. In 
this edition the author has drawn upon many contributions 
to current literature, and his list of references at the 
end of each chapter is again a commendable feature of 
the book. There is a new chapter added on the nursing 
of patients suffering from pain; and the author in this, 
as in several other sections, has enlisted the aid of 
collaborators. . A number of new subjects are described, 
such as hernia of the nucleus pulposus as a cause of pain 
in the back, as a simulator of sciatica, and as a cause of 
the so-called Sluder’s neuralgia. The information in all 
other sections has been brought up to date, and although 
the author attempts no dogmatism in his therapeutic 
suggestions, he indicates the lines of treatment which 
are most favoured by modern methods. Those using this 
book will surely find useful suggestions for any painful 
condition which they may have to treat, and will also 
appreciate the sympathetic and personal atmosphere which 
the author infuses into his book. 








CLINICAL PATHOLOGY. 





Tue fourth edition of “Clinical Pathology”, by Panton 
and Marrack, follows the general lines of the previous 
editions.” 

A short additional section on pregnancy tests has been 
added, and slight corrections and additions have been 
made threughout the text and the subject matter has been 
brought up to date. 

The general practitioner and student will find the book 
extremely useful, as the subject matter deals with the 
main laboratory procedures that may be required in 
hematology, biological chemistry, bacteriology, parasitology 
and histology. By confining themselves to a description of 
one or two reliable methods, the authors have kept the 
book to a reasonable size. 

In the paragraph dealing with the staining of actino- 
mycotic granules by Gram’s method the authors state that 
elubs are rarely identified in- film preparations, but make 
no mention of the frequency with which they are seen in 
wet films. 

A slight error has been made in the index of 
plates, and one would hardly expect to find Graves’s 
disease described under “Adenomata’”’. 

Apart from these points the book is of distinct value 
in a laboratory, and the decreasing interval between 
editions indicates that it has deservedly met with a steady 
demand. 





1“The Relief of Pain: A Handbook of Modern Analgesia” 
by H. Balme, * F.R.C.S., D.P.H. 
E. F. Buzzard, .C.V.O., M.D R. 
Edition; 1939. —— J. and A. Churchill Limitea’ 
crown vo, pp. 415. Price: 12s. 6d, net. 

2“Clinical Pathology”, by P. N. Panton, M.A B.C., 
and J. * Marrack, M.A., M.D.; Fourth Hdition ; The at 
J. and A. Churchill Limited. Demy 8vo, pp. 512, with illus- 
trations. Price: 16s. net. 
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of author, full title of article, name of journal, volume, 
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paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to 
seek the advice of the Editor. 





HEREDITY OF THE BLOOD GROUPS. 





Dus allowance for poetic hyperbole must be made 
in weighing the scriptural] assurance that the very 
hairs of our heads are all numbered; but that the 
red blood corpuscles of human beings carry an 
identification mark is a statement to be accepted 
literally. Indeed our red cells might be said to 
have been numbered under the systems of nomen- 
clature which distinguished their several groups by 
numerals, albeit confusion resulted from the use 
of different numerals to indicate the same groups 
in the rival classifications of Moss and Jansky. 
The position was clarified by the introduction of 
an international nomenclature, officially recognized 
by the Health Committee of the League of Nations, 


under which the blood groups are denominated 0, | 


A, B and AB. Group 0, comprising individuals 
whose red cells contain no agglutinogen, and who 
for blood transfusion purposes are termed “universal 
donors”, is identical with Group IV in the Moss 
classification, while the international A, B and AB 
correspond to the Moss Groups II, III and I 
respectively. We have reason to believe that the 
numeral indices of Moss are still clinical currency 
in Australia, and urge conformity with international 
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usage. A lead in this direction has been given by 
the Commonwealth Serum Laboratories in the issue 
of test sera designated 0, A and B. The agglutino- 
gens A and B, the varying disposition of which in 
the red blood corpuscles of human beings renders 
possible the recognition of the several groups, are 
present at birth and remain constant, immutable, 
like the laws of the Medes and Persians, “which 
altereth not”. For the agglutinogen content of our 
red blood corpuscles we can all claim that “true 
fix’d and resting quality” discerned by Shakespeare’s 
Cesar in the northern star. The world authority 
Lattes is supported by many other immunologists 
of high repute in the statement that the fact of 
belonging to a definite blood group is a fixed 
character of every human being, which can be altered 
neither by the lapse of time nor by intercurrent 
disease. Lattes’s own studies cover the blood of a 
large number of persons over a period of twenty 
years, but he has never observed any change of 
group in spite of the most unforeseen circumstances. 
Another fundamental characteristic of the agglu- 
tinogens A and B, and one of profound significance, 
is that they are transmitted from parents to 
offspring in accordance with Mendelian law. No 
agglutinogen can appear in the children which was 
not present in the blood of one or other of the 
parents. The early studies of von Dungern and 
Hirszfeld, which showed that the agglutinogens A 
and B were inherited as Mendelian dominants, -have 
been traversed and endorsed by many investigators, 
and their findings are universally accepted. The 
two most widely entertained theories evolved to 
explain the principle on which the qualities charac- 


| terizing the four blood groups are inherited have 


been those of von Dungern and Hirszfeld and of 
Bernstein ; but at the present day the vast majority 
of investigators, including all immunologists of 
authority, have adopted Bernstein’s conception with- 
out reservation. By the application of Bernstein’s 
formule it is possible to make accurate forecasts of 
the blood groups of children in approximately 87% 
of marriages. 


Medico-legal developments of transcending impor- 
tance have followed from the biological studies 
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which have proved the existence of blood groups, 
their fixity, and their hereditability. Perhaps the 
most frequent forensic application of these ascer- 
tained facts is that in which blood grouping has 
been invoked in cases of disputed paternity. The 
blood groups of mother and child having been 
determined as Groups O and B respectively, an 
alleged father would be excluded should it be shown 
that he belonged to Group A. Group B could not 
possibly appear in children of an A and O mating. 
It is obvious that blood grouping tests can never 
positively identify the father, that they cannot do 
more than show that the blood group of the alleged 
father is consistent with paternity. Since 83% of 
all blood belongs to Groups O and A in approxi- 
mately equal proportions, and 17% to Groups B 
and AB, there must be many persons other than 
the father whose blood group would fit the groupings 
of mother and child. A man who fails in repeated 
blood grouping tests, however, can definitely and 
without doubt be eliminated as the father. Blood 
grouping tests have also been employed to help in 
establishing the guilt or innocence of persons 
charged with certain crimes. In the urgent problem 


of affixing the guilt for murder, the test becomes: 


valuable when blood stains on the clothing of a 
suspect can be shown to belong to the same group 
as the blood of the victim and to a different -group 
from that of the suspect. In this situation a defence 
that the stains upon the clothing of the accused 
persons were those of his or her own blood would 
be nullified. Blood grouping tests also assume 
importance when a child is claimed by two sets of 
parents, and could conceivably be required to resolve 
the difficult situation which might arise in a busy 
maternity hospital if there should be any ground 
fot suspicion that babies had been allotted to the 
wrong mothers in a period of exceptional stress. 


Our attention has been drawn to this subject by a 
perusal of the relevant chapter in the second edition 
of Smith and Glaister’s “Recent Advances in 
Forensic Medicine”, from which it appears that the 
technique involved in the performance of blood- 


grouping tests for medico-legal purposes is fre- 
quently very intricate and ci all times is to be 





relied upon only when carried out by serologists of 
special training and experience in this branch of 
immunology. We venture to suggest that the extent 
to which blood-grouping tests have become estab. 
lished, both biologically and juridically, in 
European countries, and particularly in Germany, 
is not realized in this country. Information on this 
phase of the subject may be gained from Professor 
Lattes’s standard work, “Individuality of the 
Blood”. The distinguished author of this book, in 
agreement with Dr. F. Schiff, to whom he concedes 
preeminence in practical experience, is insistent on 
the necessity for centralizing medico-legal blood- 
grouping tests in officially designated laboratories. 
Such institutions have been established in Saxony, 
Bavaria, Wiirttemberg, Hamburg and other centres 
in Germany, and courts of law may not accept 
evidence based on blood-grouping tests unless such 
tests have been conducted by the highly trained 
serologists of an approved laboratory. In the 
interests of justice and to safeguard the reputation 
of science, similar provision should be made in 
Australia to ensure that evidence based on biological 
tests shall be determined by competent serologists. 


— 
— 





Current Comment. 


DISABILITY IN HEART DISEASE. 


One of the results of the remarkable acceleration 
of the tempo of life is the increase in general 
knowledge regarding health and disease. It is well 
recognized now that a pressing problem in the 
practical application of preventive medicine is how 
to impress upon the community the need for care 
and forethought in matters concerning the main- 
tenance of health without the production of a 
corresponding neurosis. Workers’ compensation, 
with all its advantages and blessings, brings with it 
a growing train of functional disabilities. Exactly 
the same applies to knowledge concerning heart 
disease. Four hundred years ago such an entity as 
cardiovascular disease was unknown and not 
thought of. Probably it is correct to say that two 
generations ago the lay public knew hardly any- 
thing about it: there was some talk of weak hearts, 
the poetic and the scientific ideas of the heart still 
struggled in the popular mind, and there was a 
general notion that if the heart was touched by 
serious disease it immediately ceased to function. 
The philosophical and biological contradictions 
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involved in such a view are not yet extinct, for 
the modern additions to medical knowledge, par- 
ticularly with regard to cardiac disease, have been 
partly responsible at least for many cases of cardiac 
neurosis. The undoubted authority of Paul D. White 
is behind this telling statement: “An uncritical one- 
sided publicity has sprouted tens of thousands of 
cardiac neuroses in otherwise healthy persons and 
ruined the morale and crippled the lives of 
thousands of persons with heart trouble but with 
no reason to be ‘cardiac cripples’.”1 White draws 
attention to the spirit of moral cowardice which 
underlies this lamentable position, and describes 
the patients who have succumbed to the fear of a 
cardiac death and who spend their days at home 
or in their motor cars or on the beaches, occupying 
themselves in completing forms for disability 
insurance or in studying the stock market reports. 
To this picture might be added those in humbler 
walks of society, who are being kept by the State 
when they might still be able to contribute to the 
happiness and usefulness of the community of which 
they now form so passive a part. White specially 
considers the acute cardiac disability whose rapid 
onset may more or less abruptly and drastically 
influence a life, quite apart from the slower onset 
of congestive failure. The most important of such 
acute processes are acute rheumatic infection, 
coronary occlusion and any one of the varieties of 
extreme tachycardia associated with heart disease. 
The prognosis of the first of these is the most favour- 
able; the patients are young, and though severe 
rheumatic cardiac disease is a tragedy which must 
shorten the days of the patient, no doctor should 
forget that he must, as White states, “keep an 
open mind about both the immediate and the 
ultimate prognosis no matter how sick the patient 
may seem to be at the moment”. The tachycardias 
carry a prognosis which depends upon the cause; 
the question is one of accurate diagnosis and skilled 
assessment. Coronary disease is actually a more 
difficult question. White states the prognosis on 
general lines. In the first few weeks the issue is 
doubtful until the scar of the myocardial infarct 
is beginning to consolidate. If the patient survives 
the first month his ‘chances of living at least a year 
are fairly good, and if he is fairly well at the end 
of a year he has-a reasonable prospect of a good 
many years of life. Such life need not be mere 
existence, and though a frank discussion of the 
whole position is necessary, with clear exposition 
of the risks, it is tragic if the doctor’s advice and 
warnings so hamper the patient that his disability 
becomes total when a modified life would be safe 
and desirable. White boldly states that the attitude 
of the physician himself is not only most important, 
but should be amenable to conviction. It is a 
truism that nervous and anxious doctors make 
nervous and anxious patients. Of course the balance 
must be held justly, and the author still adheres 
to his own aphorism: “The bigger the heart, the 





‘The Journal of the American Medical Association, June 10, 
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more negligent the patient; and the more short lived 
the family, the worse the prognosis.” 

Howard B. Sprague also deals with this topic, 
particularly in relation to the mental factors 
involved in cardiac disability.. He lists the causes 
of cardiac disability as follows: (a) physical 
incapacity due to congestive or ischemic failure, 
(b) unsuitable nature of employment, (c) fear of 
heart disease as an incapacitating or fatal ailment, 
(d) the influence of disability insurance, (e) the 
effect of industrial legislation which tends to make 
the “cardiac” patient unemployable. He describes 
two types of patient with heart disease: one capable 
of facing the problem, the other made up of those 
who in popular language “can’t take it”. It is to be 
hoped that the medical profession as a whole will 
recognize the great question here involved. We do 
not wish to complicate the problems of industry, of 
social service or of private life, nor should we take 
so little interest in the problems of adjustment as 
to allow these vital matters to pass out of our 
control. This problem must not be regarded as a 
responsibility of the community alone; its solution 
will be the more readily reached if it is dealt with 
earnestly and capably in every individual instance. 





MALIGNANT NEUTROPENIA. 





Tue condition known as malignant neutropenia, 
agranulocytic angina or agranulocytosis has been 
discussed in these pages on several occasions. E. M. 
Butt, A. M. Hoffman and 8. N. Soll state that it has 
not been produced experimentally in laboratory 
animals. They review the literature and show 
that the changes produced in animals have never 
been those of the complete pathological condition as 
it is recognized clinically and at autopsy in man. 
They have fed aminopyrine (also known as amido- 
pyrine) to seven dogs, and give a detailed account 
of their findings. One animal survived for ten 
months. At the time of its death the leucocyte count 
was 350 cells per cubic millimetre, and no granular 
cells were present. Nearly all the bone marrow was 
red and contained streaks of fat. Histological 
examination revealed nearly complete aplasia of 
the myeloid elements of the marrow. There was 
noticeable aplasia of the erythroblastic cells. There 
was throughout the author’s observations a direct 
relationship between the total number of grammes 
administered and the degree of aplasia of the bone 
marrow. - It is interesting to note that during 
the fifth month of administration of the drug to the 
dog mentioned above the dose was halved and the 
leucocyte count immediately rose and 95% of the 
cells were polynuclear. The authors claim that their 
results merely establish the fact that aminopyrine 
has a selective toxic action on the bone marrow— 
the end result is one of severe aplasia rather than 
of hyperplasia with “maturation arrest”. They 
believe that aminopyrine is only one of a variety of 
agents which may cause neutropenia. 


1 Archives of Internal Medicine, July, 1939. 
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Gbstracts from Current 
Wevical Literature. 





OPHTHALMOLOGY. 





Epithelial Proliferation in the Anterior 
Chamber: Regressive Changes and 
Healing after X-Ray Treatment. 


K. Ascuer (Ophthalmologia, Volume 
XC, 1938, page 29) states that the 
prognosis of epithelial proliferation in 
the anterior chamber after cataract 
operation or trauma is usually 
unfavourable. The affected eyes 
generally develop severe iridocyclitis 
and progressive hypertension. Most 
cases occur in eyes in which the wound 
has not closed quickly enough, par- 
ticularly in aphakic eyes after corneal 
incision without conjunctival over- 
lapping, the propliylactic effect of which 
cannot be over-emphasized. The eye 
suffers for a long time from irritation 
and hypotension; a small spot on the 
scar can be coloured with fluorescin, 
even after the anterior chamber, which 
is at first shallow, has regained its 
normal depth. The cornea around the 
incision often remains «@dematous 
for a long time; streaked opacities 
and folds in Descemet’s membrane-are 
visible. On the posterior surface of 
the cornea there can be seen, but only 
with high magnification, fine grey dots, 
and then after a varying period there 
can be seen with the naked eye a 
grey layer, which spreads towards the 
centre of the cornea and which can 
also cover more or less the whole iris 
as a kind of secondary cataract. 
Histological examination has shown 
that delayed closing of the wound 
often leads to proliferation of the 
corneal epithelium into the anterior 
chamber. Implantation during opera- 
tion is improbable. Federici recently 
reported five cases in which X ray 
treatment was used. Of the four 
aphakic eyes three healed, and in the 
fourth case the patient came for treat- 
ment when the eye was in an unfavour- 
able condition. Treatment in the 
favourable cases began at 25, 50 days 
and one year after operation. The 
author’s patient was sixty-six years of 
age. Owing to his restlessness, the 
incision was too corneal. Eight 
months later the eye was watery and 
injected. On the posterior corneal sur- 
face a grey mass between the 10 and 
1 o'clock positions and epithelial pro- 
liferation into the anterior chamber 
were visible. Evidently, as a result of 
delayed healing, the wound must have 
opened slightly, enabling the iris, 
which was displaced upwards, to form 
an adhesion with the wound. After 
healing of the wound the tissue 
forming this synechia proliferated. 
The eye was given X ray treatment 
as follows: 1,800 r at intervals of 
four to seven days, then 400 r three 
times and 300 r twice. After the 


second treatment the epithelial layer 
became detached, rolled up and very 
quickly becamé absorbed. After three 





weeks’ treatment the coating on the 
posterior corneal surface could not be 
seen. One year after treatment the 
vision was */,. Even in cases in which 
the lens is present and in which there 
is therefore a risk of the production 
of a cataract this method of treatment 
is indicated, because the results are 
excellent, provided the dosage is 
correct; and the prognosis, apart from 
irradiation, is hopeless. 


Glaucoma and Hepatopathy. 


H. Soumetzer (Klinische Monats- 
blitter fiir Augenheilkunde, February, 
1939) considers that as evidence of 
inheritance of primary glaucoma is 
slight (perhaps 5% of cases) it. is 
wisest to concentrate on the general 
condition of the patient and to see 
what other predisposing and what 
exciting agents may exist. He carried 
out clinical tests of 55 patients with 
primary glaucoma and compared the 
results with those obtained from 45 
patients of similar ages but with 
normal ocular tension. He found 
frequently a hypercholesterinemia and 
a positive xanthoprotein reaction, and 
not uncommonly an increase in the 
serum-bilirubin content. He concludes 
that in many patients with glaucoma 
there is present a disorder of the 
liver, such as Bergmann’s latent non- 
icteric hepatopathy and perhaps a 
slight renal insufficiency. He thinks 
that even if these are satisfactorily 
treated the cause of glaucoma will not 
necessarily be removed nor will raised 
tension fall immediately. He con- 
siders that the results of these tests 
simply show that disorders of the 
intermediary metabolism are present 
which may or may not be the cause 
of glaucoma or may be the results 
of some unknown agents. The author 
thinks, however, that suitable general 
treatment may have a_ favourable 
influence on the metabolic disorders 
and the glaucoma as well. He recom- 
mends an elaborate clinical investi- 
gation and general treatment based 
on its results. In suitable cases he 
advises abstention from the use of 
alcohol, tobacco and coffee, but 
advocates a course of mineral waters 
and a diet containing easily digestible 
carbohydrates, such as biscuits, toast, 
rice-pap, vegetables, fruit juices et 
cetera, very restricted albuminous and 
particularly fatty foods. He suggests 
that vegetable fats and oils should be 
used, as phytosterin, in contrast to 
cholesterin, is not: absorbed by the 
body. 


jontophoresis in Ophthalmology. 


M. Karpowski (Ophthalmologica, 
June, 1939) - indicates that ionto- 
phoresis has uses in ocular thera- 
peutics that are unwisely neglected. 
He discusses the theory of this form 
of treatment and its various clinical 
applications. Since Pavlow’s work on 
conditioned reflexes it is apparent that 
the basis of the action of iontophoresis 
is the change in the functional rela- 
tions of the sympathico-parasympa- 








thetic system. In a study of calcium 
metabolism a considerable increase was 
found in the muscles and the blood that 
bore no relationship to the quantity of 
calcium introduccd. Iontophoresis was 
considered to be an instigator of 
calcium metabolism in the body, for 
intravascular introduction of a quan- 
tity of calcium ten times larger than 
that introduced by iontophoresis did 
not cause an increase of calcium in 
the organism. The formation of a 
cutaneous muscular calcium refiex 
arising in the skin and passing 
through the sympathetic system to the 
higher vegetative intracerebral centres 
is postulated. Support for this con- 
ception comes from the following 
facts. (a) Local anesthesia, by dis- 
connecting the skin receptors or 
disease by destroying part of the 
sympathetic system and by blocking 
the path of conduction, prevents the 
reflex from occurring. ~(b) An injec- 
tion of adrenaline increases the reflex 
and an injection of pilocarpine stops 
it. (c) Experiments on transverse 
myelitis show that in iontophoresis 
of the lower extremities calcium 
increases in the upper extremities and 
vice versa, and that, therefore, the 
stimulus goes through the sympathetic 
system and not through the medulla. 
The author held the view that the ions 
of calcium, potassium, adrenaline, 
atropine and pilocarpine, introduced 
into the organism, act on the vegeta- 
tive system and that those of zinc, 
iodide, salicylate or phosphorus exer- 
cise mainly a chemical action. The 
influence of iontophoresis is shown by 
the energetic dilatation of the pupil in 
cases in which its instillation and even 
its subconjunctival injection have 
failed. The author discusses the 
results of the treatment of many 
diseases, including blepharitis, con- 
junctivitis, various corneal conditions, 
seleritis, iritis, cyclitis, cataract, 
glaucoma and vitreous opacities. The 
drugs included zine sulphate, calcium 
chlorate, copper sulphate, sodium 
iodide, “Optochin”, histamine, atropine, 
adrenaline, insulin and “Glaucosan”. 


Development and Retrogression of 
Diabetic Cataract. 

M. Bicxters (Klinische Monats- 
blitter fiir Augenheilkunde, Volume 
CII, 1939, page 465) reports loss of 
vision in a male patient, aged fifty 
years, from star-shaped posterior lens 
opacities and hypermetropia develop- 
ing shortly after antidiabetic treat- 
ment was begun. When the patient 
was first seen there were 1-5 diopters 
of hypermetropia; vision was °/,. In 
less than a week vision was °/,, with 
hypermetropia of 2-5 diopters, and 
eleven months later there was myopia 
of 1-5 diopters and the opacity had 
shrunk to a few dots in each lens. The 
improvement in vision took place 
while the blood sugar content was still 
high, 353 milligrammes per centum, 
though there was no glycosuria. For 
this reason, and also because it h 
been shown that the amount of sugar 
in the aqueous must be i 
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twentyfold before any disturbance of 
the osmotic balance can occur, the 
author does not believe that the 
development of cataract is related to 
the blood sugar level. He attributes 
both the cataract and the accom- 
panying -hypermetropia to absorption 
of water by the lens, which, like other 
tissues in severe untreated diabetes, 
is assumed to have become hypertonic 
through retention of sodium chloride 
from the blood stream. -When after 
the onset of treatment the glycosuria 
lessens, fluid previously used for the 
excretion of sugar becomes available 
in the blood and may be absorbed 
by the hypertonic tissues. The lens 
is affected mainly in its posterior 
part, probably because of the absence 
of epithelium behind the equatorial 
region. The true diabetic cataract 
should be distinguished from _ the 
senile cataract in diabetes. The former 
occurs in young people, has a high 
water content, appears suddenly and 
progresses rapidly. The latter is 
usually in the form of a star in the 
posterior cortex of elderly people, 
and may be stationary. It is very 
rarely that transient diabetic opacities 
are recognized in patients as old as 
the one described by the author. 


OTO-RHINO-LARYNGOLOGY. 





Chronic Stridor in Infancy. 


Crype A. Heatity (Archives of Oto- 
laryngology, January, 1939), in a 
study of chronic stridor, concludes 
that this condition in infancy, like 
chronic hoarseness, requires a careful 
direct study of the larynx. In the 
majority of cases the cause will be 
found within the larynx itself, in the 
form of a flaccid superior aperture, an 
over-developed flabby epiglottis, palsy 
of one or both vocal cords, a tumour, 
web cyst or hypertrophy of the sub- 
glottic tissues or ventricular bands. 
The tendency to ascribe the respira- 
tory disturbance to extrinsic causes, 
particularly thymic pressure, solely 
on the basis of suspicious radio- 
logical changes, without direct 
laryngoscopic examination, is still 
common enough in pediatric practice 
to impose on laryngologists the duty 
of urging consultation on all such 
problems. With proper diagnosis the 
possibilities of successful management 
are in the majority of instances good. 


Thrombosis of the Lateral Sinus. 


Josepn G. Druss (Archives of Oto- 
laryngology, January, 1939) makes an 
analytical study, including a report of 
the histological sectioning of the tem- 
poral bone, of fifteen cases of proved 
thrombophlebitis of the sigmoid sinus 
or jugular bulb. The pathological pro- 
cesses in the temporal bone and the 
route of extension to the various 
sinuses within the structure are par- 
ticularly emphasized. He concludes 
that thrombophlebitis of the sigmoid 
sinus, unrecognized during life, may 





be accidentally disclosed at autopsy or 
by histological examination of the 
temporal bone. The jugular bulb is 
frequently the seat of involvement. It 
was diseased in each of the fifteen 
cases studied; its infection is usually 
secondary to extension from the sig- 
moid sinus. Extension to the jugular 
bulb also takes place directly from 
the tympanum, when it is known as 
primary thrombosis of the _ bulb. 
Thrombophlebitis localized to the 
jugular bulb (primary thrombosis of 
the bulb) may exist in the presence 
of mastoiditis. Thrombosis of the 
superior and the inferior petrosal 
sinus and other venous tributaries is 
not infrequently observed on histo- 
logical examination. These vessels 
may act as pathways of infection for 
meningitis, and their involvement may 
be a contributing factor to the high 
mortality from sinus thrombosis. The 
necessity for careful investigation of 
all venous sinuses before the making 
of a final diagnosis is emphasized. 
Meningitis, when present, may not be 
due directly to the sinus thrombosis 
per se; it may be secondary to an 
intercurrent infection in the temporal 
bone, for example in the petrous 
pyramid or the labyrinth. The clinical 
importance of the complete eradication 
of all disease in the bone is stressed. 
In the surgical treatment of sinus 
thrombosis the author believes that 
the classical operation advocated in 
1884 by Zaufal and soon after by 
Ballance and McCewen, which includes 
ligation of the internal jugular vein, 
incision and removal of infection in 
the sinus and obliteration of the latter, 
is still, except on rare occasions, the 
procedure of choice. 


Technique of Laryngofissure for 
Cancer of the Larynx. 


Mervin C. Myerson (Archives of 
Otolaryngology, April, 1939) describes 
his technique of laryngofissure for 
cancer of the larynx. Anesthetization 
of the larynx before operation is of 
definite value. An incision smaller 
than that usually employed will suffice. 
Tracheotomy is not necessary; it is 
conceivable that it might be required 
on a rare occasion. In such a case 
the operator would be forewarned and 
would perform the tracheotomy at the 
time of the fissure. Adequate exposure 
can be obtained without extensive 
incision of the thyreo-hyoid membrane 
and without incision through the crico- 
thyreoid membrane. Retraction of 
the cartilage gives a sufficient exposure 
of the interior of the larynx. 
Removal of part of the thyreoid ala 
for this purpose seems unwarranted. 
This removal can be accomplished 
without extensive dissection and 
exposure of tissues. Elevation of the 
external perichondrium and of the soft 
tissues attached to it is readily accom- 
plished by means of an elevator. A 
long flat retractor is then inserted, 
which gives ample exposure. When 
the disease is fairly limited and the 
cartilage is to be removed a ‘special 
punch may be used, which includes in 





its bite the soft tissues of the larynx, 
together with the cartilage. If the 
lesion is too extensive for the punch, 
an angular, downward cutting knife is 
used to cut through the cartilage pos- 
teriorly and the soft tissues are 
excised. Hemostasis is obtained by 
the use of small sections of dental 
roll or small intestinal sponges on 
the ends of fine hemostats. When 
ordinary pressure with these will not 
suffice, the application of a hemostat 
to the bleeding point will control the 
bleeding. Suture ligatures or plain 
ties are not psed. Gentle ana careful 
handling of the endolaryngeal tissues 
is essential to insure a minimum of 
reaction and obviates the necessity 
for tracheotomy. A proper selection 
of instruments and an _. orderly 
sequence insure quick performance of 
the operation and freedom from com- 
plications. The laryngologist who is 
confronted with the necessity for 
performing a laryngofissure need not 
be too greatly concerned about the 
procedure, because it is a relatively 
simple operation. 


Auditory Acuity. 

Water HueHson, ANTONIO Crocco 
AND CARROLL PALMER (Archives of Oto- 
laryngology, March, 1939) give a pre- 
liminary report on the auditory acuity 
of the pupils of the Pennsylvania 
School for the Deaf. Audiograms for 
air conduction of 460 pupils and for 
bone conduction of 454 pupils are 
analysed from a statistical standpoint. 
Complete lack of response to auditory 
stimulation is a rare condition. Of 
the 460 children, 95% responded to at 
least one tonal frequency by air con- 
duction in one ear, and 85% in both 
ears. In the great majority of these 
children the loss of hearing is bilateral 
and approximately equal in the two 
ears. Sex is. not a significant factor. 
Since age is not related to the degree 
of loss, the type of deafness dealt with 
here does not seem to be progressive. 
Of the children, 44% were said to have 
been born deaf. The percentage of 
children who presumably became deaf 
after birth is highest at one year of 
age and decreases rapidly at each suc- 
cessive year. No difference in acuity 
of hearing could be found between the 
children who were born deaf and those 
who were reported as having acquired 
deafness later in infancy or childhood. 
The deafness developing after birth 
has been attributed to numerous patho- 
logical conditions, among which 
meningitis is the most frequent. This 
disease was the stated cause for deaf- 
ness in 17% of the children. Menin- 
gitis, together with trauma of the 
head, measles, otitis media or scarlet 
fever, was given as the cause of deaf- 
ness for almost one-half the children. 
There is apparently no association 
between auditory thresholds and stated 
causes of deafness. A significant 
number of the children examined were 
found to have enough residual hearing 
either by air or by bone conduction 
to warrant some rational effort toward 
therapeutic relief. 
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SCIBNTIFIC. 





A meerine of the Victorian Branch of the British Medical 
Association was held at the Medical Society Hall, East 
Melbourne, on August 2, 1939, Dr. F. L. Davies, the 
President, in the chair. 


Mental Diseases in Relation to General Practice. 


De. J. K. Apey read a paper entitled “Mental Diseases 
in relation to General Practice” (see page 421). 


Dr. GeraLp WEIGALL opened the discussion by thanking 
Dr. Adey for bringing forward such interesting material. 
He agreed with what Dr. Adey had said ‘about the mental 
attitude and gastric disease. While he was keen on 
theories of pain and regarded pain as frequently without 
physical cause and capable of disappearing without treat- 
ment, Dr. Weigall emphasized the damage that could be 
done by a general practitioner who suggested that a con- 
dition was imaginary without being quite sure of the 
truth of the statement. In such a case the general prac- 
titioner might go as far as to express the opinion to the 
patient that the nerves were out of order and that it 
would be wise to consult a nerve specialist. He 
quoted an instance in which a neuroma had been removed 
after the patient had been informed that the pain com- 
plained of was imaginary. Nevertheless it was the first 
duty of a general practitioner to see the storm brewing 
before a nervous complaint had developed to the stage of 
a “breakdown”; the general practitioner should be the 
friend and confidant of his patients, and by ordinary 
common sense try to correct wrong trends. It was useful 
to know what the patient’s hobby was and to suggest a 
holiday to include indulgence in the hobby. One index 
of nervous insecurity to which reference was made by 


Dr. Weigall was the request to a doctor by a healthy man f 


| 
| 





that he should be given a tonic. Medical men who did not | 


know why a patient needed help were liable to cover their | 
| woman, who had been tube-fed since 1926 and had not 


failure by prescribing “tonics”. 


If it became obvious that the patient’s complaints were 


ascribable to a mental disease or disturbance, it was the 
first duty of the practitioner to look for a physical under- 
lying cause; and Dr. Weigall commented on the frequency 
with which that cause was associated with dental disease. 
He illustrated that point by recounting briefly the clinical 


history of a patient referred to him on account of mental | 


symptoms. 
smiled he had noticed a blue line on the gums. Dental 
skiagrams were prepared, and from them it could be 
demonstrated that abscesses were present under the roots 
of many of the teeth. Some of the teeth had been broken 
and covered by dental crowns. A most disagreeable stench 
was smelt when the teeth were extracted. The patient 
became perfectly well within three or four months, was 


The teeth looked excellent, but as the patient | 


able to leave the mental hospital and had remained healthy | 


for a long time since. Another group of illustrative con- 
ditions were the uterine malformations which caused 
sexual and mental aberration. Puerperal sepsis was 


mentioned next, and Dr. Weigall observed that puerperal | 
mania could be associated with a collection of pus in | 


Douglas’s pouch and disappeared when the pus was 
evacuated. In many instances the mental disturbance 
followed surgical intervention. Dr. Weigall considered that 
it was part of the duty of a general practitioner to con- 
sider whether, from the mental point of view, a patient 
was likely to be able to stand the strain of a proposed 
severe operation. 

He advised that no time should be lost in getting mental 
patients into suitable institutions; in the private house 
a want of mental discipline was present. Women who 
occupied some standing in society were usually their own 
mistresses and were unrestrained; but in institutions 
other people made decisions for them and they were 
provided with suitable occupational interests. It was 
often desirable to guard these patients from their friends; 





he remembered a patient with suicidal tendencies receiving 
as a present a manicure set. 

His opinion had been asked concerning the feasibility 
of “Cardiazol” shock treatment in general practice; he 
thought that it should be restricted to experienced prac- 
titioners and should be conducted only in institutions 
where there was a staff specially trained for it. The 
reason he gave was that the procedure was risky on account 
of cyanosis and the necessity to use an oxygen tent with 
special judgement. ‘ 

Even though a patient had become broken down mentally 
through sexual repression, it was better to cultivate self- 
eontrol in his opinion. Similarly, masturbation should be 
regarded as a natural response to a non-pathological 
stimulus, and the psychological effects could be combated 
by self-restraint. Conquering a special temptation rather 
than avoidance of other people should be inculcated. Dr. 
Weigall illustrated the extravagance of certain psycho- 
logical positions by referring to a mental patient who could 
not forgive herself for having buried her father in striped 
pyjamas. He went on to speak of the strangeness of the 
conception that a severe illness might make a mental 
patient quite well again; but he had been greatly 
impressed by the progress of a seriously demented senile 
patient. The patient had fallen and broken the hip, the 
repairing of which caused great pain and difficulty; but 
afterwards the patient had improved steadily and 
ultimately became perfectly well. 

It was well for medical practitioners to know that 
mental patients might remember throughout the illness 
everything said in their hearing. An elderly woman, who 
had not walked or even been out of bed for six months, 
had come into his care after having spent eighteen years 
in various mental hospitals; ‘She had been given fresh 
and daintily prepared food, was propped up in an armchair 
and wheeled into the sunlight and treated humanely by 
being allowed to mix with other patients. In time she had 
become absolutely well, but had remained on in the mental 
hospital because she was happy there. Dr. Weigall often 
chatted to her and had discovered that she seemed to 
remember everything that she had heard during the past 
eighteen years and could identify the speakers. Another 


spoken or shown any signs of mental activity, suddenly 
took part in a discussion going on within hearing and 
recounted all the gossip of the district in which she had 
lived before entering an institution. 

Dr. Weigall concluded by advising general practitioners 
to treat mental patients as if they were intellectual equals, 
because of their ability to store up memories and to know 
when and how to use the information. 

Dr. Guy SprinerHorre, after congratulating Dr. Adey on 
the comprehensive and interesting manner in which he had 
dealt with the subject, said that the information would 
be valued not only by general practitioners, but also by 
those who were not solely engaged in general practice. 
In an attempt to classify the mental disorders which were 
specially suitable to be handled by general practitioners, 
Dr. Springthorpe had selected the psychological problems 
which were presented by so-called “neurotic” patients. 
Though it was not possible to differentiate physical and 
mental ailments, as most bodily symptoms were at least 
in rt psychogenic, the group of neurotic patients 
exhibited combinations of physical and mental signs and 
symptoms. The examination of the patient should always 
be a complete one in the first place, and physical examina- 
tion should be repeated from time to time. That point 
should be remembered especially in long-standing cases 
to exclude what were called physical ailments. Psycho- 
therapy should be commenced promptly, and delay was not 
juustifiable when based only on the belief that some 
physical ailment might develop to explain the phenomena. 
If the general practitioner did not feel competent to 
conduct the psychotherapy himself, he should refer the 
patient to a colleague; psychotherapy was often not given 
for an unreasonable length of time, especially in hospital 
clinics, where the patient did not see the same doctor 
consecutively and the delay was prejudicial to the patient. 
In neurotic patients the digestive tract was most commonly 
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affected; he would like to mention spastic colon and 
other conditions additional te the gastric conditions to 
which Dr, Adey had drawn attention. Cardiac and uro- 
genital neuroses-were not uncommon and headache was a 
devastating symptom frequently presented by neurotic 
patients. Anxieties and fears and unsatisfactory features 
in a patient’s life were the underlying stresses, and it 
was quite futile to try to treat the effects by an operation, 
say, on the sinuses. Treatment of that type might include 
removal of the gall-bladder or the uterus, and the treat- 
ment might easily make the patient’s condition worse. 

Dr. Springthorpe went on to speak of fatigue as a 
phenomenon associated with anxiety. The patients got 
little real sleep and became fatigued by looking after the 
children and doing the housework and not having holidays. 
There was a slow undermining of the nervous energy or 
psychological reserve, and ultimately neurotic symptoms 
were exhibited. He felt justified in regarding those 
patients as the most important group of non-specialist 
psychiatric patients. The post-accident type of case with 
“compensation” fixation of symptoms presented probiems 
to general practitioners. It should not be overlooked that 
there was present the possibility of a genuine anxiety 
condition concerning the chances of permanence of the 
disability or fear of future incapacity for work. Fear 
might dominate certain individuals and prevent restora- 
tion to work. It was probable that there would be less 
disability if those features were recognized early and 
treated efficiently. 

Many of the disorders were of a minor nature and 
were more amenable to treatment; it might be better to 
describe them as behaviour difficulties. As an instance 
he referred to anorexia due to environmental factors; 
attempts to force food developed definite resistance, and 
this became an habitual reaction which rendered effective 
treatment more difficult. Even in minor disorders it was 
important that all the influencing factors should be brought 
out by questioning of the patient, and medical examination 
should be complete; the patient should not be examined 
only for the presenting symptoms. 

Dr. Springthorpe directed attention to the fact that 
mentally retarded children were more likely to exhibit 
behaviour difficulties, as they were living at a disadvantage 
even in a normal environment. He then emphasized the 
necessity for improvement in the teaching of psychological 
medicine in the medical curriculum. He expressed the 
opinion that the subject could not be relegated to a 
course of lectures, but should be an integral part of the 
teaching of physiology, pathology and the other professional 
subjects. That ideal’ could not be attained until all the 
lecturers were well informed in the matter. With the 
acquisition of a sound knowledge of psychological medicine 
maldiagneses would become less commion, neuroses would 
not be overlooked, and operations would not be performed 
on people who were better left alone, many of the diffi- 
culties in relation to compensation would disappear, and 
in many other respects the practice of medicine would be 
lifted to a higher plane. 

Dr. H. F. Maupstey, after thanking the previous speakers 
for their contributions to the discussion, said that so many 
points had been raised that they could not all be elaborated 
on account of the shortage of time. To cover as much 
ground as possible in the time at his disposal he would 
have to make his remarks dogmatic, and if they appeared 
to be contentious he supposed that he would have to 
accept the role of Aunt Sally. In the first place, he said, 
many so-called “neurotic” patients presented such a variety 
of symptoms that explanation of the symptoms to the 
patient was not the solution; it would take many hours 
to try to explain them all away, and the general prac- 
titioner would find it hard to get -behind the brick wall. 
In his experfence general practitioners usually had a 
very good idea when symptoms were psychological and, 
in general, knew when to refer the patients for specialist 
treatment. He found it necessary to take an exactly 
opposite view to that adopted by Dr. Adey concerning the 
anxiety neuroses; they. bore no relationship to thyreo- 
toxicosis. Personally, Dr. Maudsley regarded the thyreo- 
toxicosis as a thyreotoxicosis from the beginning, carefully 








to be distinguished from an anxiety neurosis. The dis- 
tinction’ was similar to the necessity to discriminate 
between malingeting and hysteria; on a number of 
occasions he had almost lost his temper owing to his 
inability to persuade an hysterical patient to move a 
paralysed limb. 

Dr. Maudsley next challenged the advocacy of repeated 
complete physical examinations of mental patients. Dr. 
Weigall had said that they must be examined over and 
over again, and Dr. Springthorpe had shown how it could 
be overdone when it led to the losing of teeth; tonsils, 
appendices and other organs. While Dr. -Weigall had 
pointed out that the tendency of mental patients was to 
get well, Dr. Maudsley drew attention to the possibility 
that the activities of the medical profession might be a 
barrier against recovery, as a result of faulty judgement 
in examination, investigation and treatment. He would 
like to warn members of the profession against pronouncing 
that patients were cured before they really were cured. 

_ He concluded his remarks by asking Dr. Adey for his 
experiences of the effects of “Cardiazol” treatment in old 
people, and expressed the opinion that the risk of: giving 
“Cardiazol” treatment was comparable with the risk of 
an operation like prostatectomy and was just as justifiable. 


Dr. Paut Dane took exception to Dr. Adey’s view that 
pain was a psychological phenomenon. He said that the 
barrow of psychology could not carry everything—it could 
not carry the brick of pain. Practically always there was 
a focus underlying the manifestation of pain. Proper 
examination would establish the presence of encephalitis, 
psoas abscess or some other physical underlying cause. 

He went on to state that in his opinion psychological 
medicine was falling into a morass. With the use of 
insulin, “Cardiazol” and “Somnoform” for so many mental 
ailments the necessity for the study of psychological medi- 
cine seemed to be disappearing, but they would reap the 
harvest of chronic sufferers from severe dementia. 


Dr. Joun F. Wittrams remarked facetiously that psycho- 
logical medicine indeed did seem to be coming to a sorry 
pass when the patients had to be sent home cured; it had 
to be admitted, though, that the patients were helped 
even if the study of their minds was interfered with. Very 
great credit must be given to shock therapy, but they 
must not lose sight of the fact that psychotherapy was 
also necessary and that every effort must be made to 
complete the cures and to prevent relapses. 

Dr. F. L. Davies found himself in agreement with what 
Dr. Weigall had said about the need for careful examina- 
tion to exclude organic diseases, and quoted as an example 
the sudden death of a patient whose condition 
had been labelled a cardiac neurosis. He also referred to 
some of the facts in a case in which the patient had 
complained of headache and had been given spectacles; 
interrogation had pointed to the persistence of fear as 
an etiological factor; she had been frightened in childhood 
by a big black dog. He had referred the patient to a 
psychologist, who had reported to him recently that as 
she had been under treatment for only three months no 
favourable results could yet be expected. Dr. Davies’s 
comment was that time was a great healer. 

Dr. Adey, in reply, said that he agreed with Dr. Weigall’s 
remarks about the good memory of mental patients. With 
reference to the risk of “Cardiazol” treatment of eiderly 
patients,. Dr. Adey was able to inform Dr. Maudsley that 
a woman, sixty-four years of age, who had a systolic blood 
pressure of 240 millimetres of mercury, had undergone the 
treatment without untoward effects. The risks of the 
treatment were not great at the hands of experts. Risks 
had to be run; if it were not so, there would be no surgical 
operations. He had seen so many instances of the double 
event of thyreotoxicosis and anxiety neurosis that he was 
convinced that there was some relationship between them 
and that their occurrence together was more than a 
coincidence. He agreed with what Dr. Maudsley had said 
about the difficulty of disposing of a neurosis by mere 
explanations, which might not be the right explanations. 
Regular psychoanalysis was to be preferred when prompt 
results were not obtained by simpler means. 
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Dr. Springthorpe had been right in extending reference 
to neuroses of the digestive tract beyond the stomach, and 
fafigue undoubtedly played a part. He had no better 
suggestion to offer concerning the teaching of psychological 
medicine than that offered by Dr. Springthorpe; he con- 
curred that it should not be a special subject and that all 
the lecturers at the general hospitals should: pay due 
attention to it. 

In reply to Dr. Dane, Dr. Adey said that he could not 
imagine a pain that was not psychological. Though insulin 
and “Cardiazol” treatment might be destructive of psycho- 
logical methods, the patient still required psychological 
treatment and needed watchfulness and encouragement. 
Antagonistic patients did not give as good results as 
cooperative ones. The shock therapy was admittedly 
empirical, but it should not be overlooked that such an 
important specific as quinine for malaria was also 
empirical. He also agreed with Dr. Davies that if an 
organic cause was discovered it did not exclude the 
possibility of psychological causes acting in conjunction 
with it. 





A meetine of the Victorian Branch of the British Medical 
Association was held at the Royal Melbourne Hospital on 
May 17, 1939. The meeting took the form of a number 
of clinical demonstrations by members of the honorary 
staff of the hospital. 

Lead Poisoning. 


Dr. Guy SprinctHorr® showed a patient suffering from 
lead poisoning with mental symptoms. The patient was a 
male, aged thirty-six years. Five years previously he had 
been treated at the Royal Melbourne Hospital for 
hematemesis and duodenal ulcer. There was no history 
of contact with lead at that time. For the past ten 
months he had had attacks of abdominal colic, becoming 
worse recently. Constipation was severe and he had lost 
about one stone in weight. He complained of headache 
and was easily tired. In addition, for, some months past 
the patient had shown mental symptoms of sufficient 
severity to necessitate his reference to the psychiatric 
clinic. Lack of concentration, defective memory, periods 
of mental confusion and compulsive episodes were the 
chief manifestations. There was also loss of sexual power. 
He had been considered neurasthenic. At work he had 
been using litharge (lead oxide) in connéxion with the 
cementing of petrol pumps, and possibly had inhaled 
dust or fumes containing lead. No tetra-ethyl lead was 
present in the petrol. . 

Examination revealed no evidence of peripheral neuritis 
or nephritis; the blood pressure was not raised and X ray 
examination of the gastro-intestinal tract revealed no 
abnormality. A blood examination revealed that 1% of 
the erythrocytes were stippled cells and 2% were reticulo- 
cytes. The hemoglobin value was 106%. The patient 
was edentulous. 

Dr. Springthorpe said that the treatment given was 
based on the fact that the metabolism of calcium and 
lead in the body was similar. A start had been made three 
weeks previously with the exhibition of large amounts of 
calcium; the calcium had been given at first intravenously 
as calcium gluconate, and the patient had received a diet 
high in calcium. Dr. Springthorpe explained that the 
deposition of calcium in the bones led to a similar deposit 
of lead, which was thus removed from the other body 
tissues. When this process had reached an optimum, as 
judged by diminution of symptoms, the calcium therapy 
would be stopped and a diet low in calcium would be 
given; this would lead to the gradual removal of: lead 
from bones and its excretion by the kidneys. The process 
might be assisted by the use of “Parathormone” or by the 
giving of six to eight grammes daily of ammonium 
ehloride. Further contact with lead at work would be 
prevented... At the time of the meeting the patient’s 
mental condition was normal, except for slight difficulty 
in concentration and some vagueness of memory. The 
eolic and constipation were less, and blood examination 
revealed that 0-03% of the erythrocytes were stippled cells 
and less than 0-5% reticulocytes. 





Optic Disorders. 


Dr. Leonarp MrrcHett,* Dr. Zetman Scuwakrtz, Du. 
RonaLp Storr and Dr. S. R. Gerstmann showed patients 
suffering from fundus disorders of general interest, 
including arteriosclerosis, diabetic retinitis and retinitis 
pigmentosa. They also showed a young man suffering from 
bilateral papilledema. His head had been injured in a 
motor car accident. No other nerve signs were elicited. 


Carcinoma of the Transverse Colon. 


Dr. W. A. Harces showed a male patient, aged forty-four 
years, who had been admitted to hospital. on April 16, 1939. 
For nine weeks previously he had had pain in the lower 
part of the abdomen; the pain took the form of a con- 
tinuous sensation of distension, associated with borborygmi. 
He had had alternating constipation and diarrhea with 
shiny feces.” He had lost a stone and a half in weight 
and his appetite was poor. No vomiting had occurred. 
He also suffered from weakness, fatigue and shortness of 
breath. For four weeks visible abdominal distension had 
been present. 

Radiological examination after a barium enema revealed 
an obstruction in the distal half of the transverse colon. 
A barium meal was given, and examination revealed a 
diverticulum of the second part of the duodenum. Physical 
examination revealed obvious loss of weight, generalized 
abdominal distension and visible peristalsis. No mass or 
viscus was palpable and no free fluid was.to be detected 
in the abdominal cavity. Rectal examination revealed loss 
of ischio-rectal fat and the presence of hemorrhoids. 

On April 18 a blind caecostomy was performed. The 
caecostomy tube was removed on May 1. On May 2 a 
transverse colectomy was performed through a left upper 
paramedian incision, with exteriorization and removal of 
an annular scirrhous carcinoma and the mesentery. No 
secondary deposits were discovered. On May 9 the 
colostomy was trimmed and an enterotrite was applied. 
The caecostomy was closed. On May 15 the enterotrite 
was removed. Microscopic examination of a section of 
the growth showed it to be an adenocarcinoma. No growth 
was. found in the glands. 

Dr. Hailes said that he had shown the patient and the 
specimen to indicate the steps in the exteriorized operation 
for resection of the transverse colon for malignant disease. 
He pointed out that the transverse colon was almost the 
idexl place in the colon for this procedure, because the 
extent of the transverse colon allowed the afferent and 
efferent loops to be sutured together over an extensive 
area. It was thus possible to clamp a wide area and to 
form a wide channel between the two loops. Dr. Hailes 
also emphasized the importance of extensive resection of a 
tube of mucosa from the presenting end of the colon to 
prevent its prolapse and to hasten closure of the openings 
onto the skin. 


Thyreoiditis. 


Dr. Hailes next showed a female patient, aged thirty- 
eight years, the mother of two children, who had lived in 
South Gippsland until the age of fourteen years. She 
had been admitted to hospital on February 5, 1939, com- 
plaining of fatigue, weakness, intermittent sore throat 
and huskiness of the voice, a non-productive cough and 
pyrexia, of five weeks’ duration: Her temperature had been 
as high as 102° F. There was an indefinite history of 
nervousness and tremor. There had been no menstrual 
or alimentary disturbance and no loss of weight. The 
patient’s appetite was poor and she suffered from thirst. 

On her admission to hospital her temperature was 102° F. 
and her pulse rate 102 per minute. The systolic blood 
pressure was 126 and the diastolic pressure 80 millimetres 
of mercury. A bilateral, hard, irregularly nodular enlarge- 
ment of the thyreoid was present. No eye signs were 
found. Slight tremor of the hands was present. The 
patient was sent to hospital with a provisional diagnosis 
of thyreoiditis, possibly of Hashimoto’s type. j 

A number of investigations were undertaken to deter- 
mine the cause of the pyrexia. Attempts at culture were 
made from the patient’s blood and urine; no growth was 
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obtained in either. Agglutination tests with Bacillus 
typhosus, Bacillus paratyphosus A and B and Brucella 
abortus gave negative results. Radiological examination 
of the chest and a gynecological examination revealed 
no abnormality. The basal metabolic rate was - 10%. 
The axillary temperature varied between 100° and 101° F. 
for three weeks prior to operation. A diagnosis of 
Hashimoto’s thyreoiditis was made. 

Subtotal thyreoidectomy was performed on February 28. 
Dr. Hailes said that two days after operation the patient’s 
temperature fell to normal, and it had remained normal 
since. She had been discharged on March 12, and was 
taking Tabelle Thyreoidi Sicci, one-quarter of a grain, 
three times a day. She still had soreness of the throat. 
The specimen was dénsely fibrosed and the capsule was 
thickened. Microscopic examination revealed bands of 
fibrous tissue, a few collections of lymphocytes and 
strangling of the gland tubes. 

Dr. Hailes discussed the different varieties of thyreoiditis 
and what was known or suspected of their etiology. He 
said that the significance in the case under consideration 
was the raised temperature and its fall to normal two 
days after operation. The patient had been seen in the 
early stage, the pathological changes being early and 
active; contraction of the gland giving rise to tracheal 
obstruction had not then occurred. The patient’s ill health 
was probably due to the two months’ febrile state and not 
to hyperthyreoidism at all. Her own statement at the 
time of the meeting was that she was very well and 
afebrile, and that her pulse rate was 78 per minute. Dr. 
Hailes proposed to watch closely for the onset of symptoms 
of myxedema. 


Arthritis of the Knee. 


Dr. Hailes’s next patient was a male, aged thirty-one 
years, who had first been admitted to hospital on August 22, 
1938. He had been suffering from stiffness and pain in 
the right knee for six weeks, and from swelling and 
tenderness of the knee for four weeks. The patient had 
complained of no “starting pains”. 

On examination of the patient no fluid was demonstrable 
in the knee joint. Periarticular swelling and increased 
temperature of the skin were present, together with tender- 
ness on the medial aspect of the knee at, above and. below 
the joint line. The thigh and -calf were wasted and the 
inguinal glands were enlarged on both sides. A radio- 
logical examination of the knee and the chest revealed 
no abnormality; examination and attempted culture of a 
twenty-four hour specimen of urine, including inoculation 
of Petrognani’s medium, revealed no organisms; the 
Wassermann and gonococcal complement fixation test 
elicited no results The Mantoux test elicited a strongly 
positive reaction. It was impossible to determine the 
diagnosis between tuberculous arthritis and monarticular 
infective arthritis. 

On September 10, 1938, the patient complained of pain 
in the left knee. No abnormality was detected on physical 
or radiological examination. The knee was kept at rest 
in a plaster spica from August 31 to December 1, 1938. 
Radiological examination at that time revealed spotty 
osteoporosis, which was thought to be due to disuse. The 
limb was kept in a plaster spica extending to the gluteal 
fold from December, 1938, until April, 1939. When the 
plaster was removed the joint appeared normal, though it 
was still tender on the medial aspect. The patient had 
noticed some aching of the joint and “starting pains” while 
the spica was in place. He was referred early in May to 
the out-patient department, without the plaster spica, for 
massage treatment. 

The patient was readmitted ‘to hospital a few days 
later with a spontaneous recurrence of pain and swelling 
of the knee. “Starting pains” were present. The knee 
was tender on the medial aspect, at, above and below the 
joint line; it felt hot. An inguinal gland was removed for 
biopsy and the leg was placed in a Thomas’s splint; 
extension was maintained by six to eight pounds weigit. 

Dr. Hailes said that the patient had never been febrile 
until the period of remission and the biopsy. Although 
the wound had healed and the joint was again quiescent, 








the patient’s temperature for five days prior to the meeting 
had been as high as 102° F. in the evening. Dr. Hailes 
discussed the diagnosis and differential diagnosis. He 
believed that the lesion had not progressed; and as the 
joint space.and the cartilage were still intact, the condition 
was not tuberculous arthritis. Examination of the section 
of inguinal gland removed revealed no evidence of tuber- 
culosis. Dr. Hailes referred to recent work on the. value 
of section of one of the adjacent lymph glands in 
determining a diagnosis of tuberculous arthritis; he 
instanced the work of Seddon. By this means a high 
percentage of positive findings was obtained when the 
lesion was tuberculous arthritis, even if the glands were 
not enlarged. 


Buergers’ Disease. 


Dr. Hailes then showed a male patient, aged forty-five 
years, who had been admitted to hospital on October 14, 
1937. He gave a history of pain in the lower half of the 
right leg after exertion; for example, after walking a few 
hundred yards. The pain disappeared with rest. The foot 
was cold, pale and clammy while pain was present. The 
right foot was colder than the left while the patient was 
in bed. No improvement had taken place after one month 
of Buerger’s exercises, and the patient was unable to go 
to and from work. 

When the patient was examined there was no difference 
in the appearance or temperature of the legs. Rapid 
flushing of the right foot took place when the foot was 
allowed to hang down after elevation. The femoral 
arteries were palpable on the right and left sides; the 
popliteal artery, the dorsalis pedis artery and the posterior 
tibial artery were not palpable on the right side; the 
posterior tibial artery was palpable on the left side. No 
abnormality was detected in the reflexes. When. the right 
common peroneal nerve was injected with a 2% solution 
of ethocaine the lower part of the right leg became flushed 
and appreciably warmer. 

Right lumbar sympathetic ganglionectomy was per- 
formed on September 20, 1938. After operation the right 
foot was flushed for several days, but was colder than 
the left to touch. 

The patient was readmitted to hospital on October 10, 
1938, suffering from right-sided pleural effusion with 
blood-stained sputum. The pleural fluid contained poly- 
morphonuclear cells, lymphocytes and erythrocytes; but no 
organisms were grown on attempted culture. The patient 
made a complete recovery. He returned to work in the 
railway shunting yard in December, 1938, and had remained 
at full duty up till the time of the meeting. Dr. Hailes 
said that the patient had no pain inthe limb unless he 
hurried, when a cramp sometimes appeared in the right 
calf muscle. The foot was quite warm, but the posterior 
tibial artery was still not palpable. 

Dr. Hailes discussed the pathology of Buerger’s disease 
and the indications for lumbar ganglionectomy. He said 
that ganglionectomy was likely to be successful only if 
temperature changes were induced by the elimination of 
vaso-constrictor impulses by trial spinal anesthesia or by 
injection of the common peroneal nerve and the recording 
of the temperature change in the foot. Dr. Hailes then 
discussed the prognosis, and the occasional case in which 
the disease appeared to be self-arrested, possibly with some 
degree of recanalization of the thrombus. In conclusion 
Dr. Hailes stressed the temporary effect of lumbar gan- 
glionectomy and referred to the reason for the unilateral 
operation and the use of the lumbar route. 


Tuberculous Disease of the Hip. 


Dr. Hailes finally showed a male patient, aged forty-eight 
years, who prior to his admission to hospital on October 17, 
1938, had suffered for eleven weeks from pain in the left 
hip, “starting pains” and a lump in the groin. His tem- 
perature was 101:6° F. and his pulse rate 100 per minute. 
His respirations numbered 22 per minute. The left leg 
was slightly flexed and abducted and externally rotated. 
The glutei were wasted and fullness was present in 
Scarpa’s triangle. All movements were limited and painful. 
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Both legs were placed in Thomas’s splints, and the 
abduction of the left leg was gradually decreased until it 
had been corrected. The fullness in Scarpa’s triangle 
increased, but no pus was obtained on aspiration. 

Radiographic examination of the chest revealed small 
calcified foci throughout the lungs. Neither the gonococcal 
complement fixation test nor the Wassermann test elicited 
a reaction. The reaction to the Mantoux test was strongly 
positive. No tubercule bacilli were found in the urine. 
A plaster spica was applied. ; 

The patient was readmitted to hospital on March 27, 
1939. Considerable osteoporosis and bony destruction were 
evident, and he had a travelling acetabulum. Shortening 
was present to the extent of one and a haif inches. When 
the plaster spica was removed increased swelling of the 
medial aspect of the thigh was found. The swelling was 
aspirated on May 10, 1939, and half a pint of tuberculous 
pus was obtained. At the time of the meeting the patient 
was in a Robert Jones’s abduction splint, where he had 
been since May 4. 

Dr. Hailes said that he showed the patient to illustrate 
how comfortable a patient with a tuberculous hip was in 
this splint; his condition was in contrast with the 
discomfort suffered by patients immobilized in a plaster 
spica. Dr. Hailes pointed out the chief advantages of 
the splint; these were: abduction of both legs, side bars 
on the lower extremities, provision for traction, adequate 
support for the lower extremities to prevent genu 
recurvatum, and an efficient pillow inside the “body 
portion” of the abduction frame. The ease with which the 
development and progress of cold abscesses could be 
followed was well indicated in the case under discussion. 
Dr. Hailes said that the patient had a large anterior 
abscess, which had been aspirated. The management of the 
abscess would have been difficult if a plaster spica had 
been used, unless a complete plaster bed was employed. 
This required constant remaking. 


(To be continued.) 





MEDICO-POLITICAL. 


Medical Practice at Wiluna, Western Australia. 


Tne following statement is published at the request of 
the Western Australian Branch of the British Medical 
Association. 

Action has now been taken by the committee of the 
Wiluna Medical Fund to secure two medical practitioners 
to replace the three members of the profession practising 
there and who have been given three months’ notice of 
cancellation of their contract. 


‘The boarf is advertising for two doctors, the salaries 
offered being £1,500 and £1,000 a year respectively, and it 
is thought advisable at this stage to draw the attention 
of possible intending applicants to the following relevant 
facts. 

Medical services in mining towns, such as Wiluna, are 
operated by members of our Association under a common 
mining fund agreement. Medical attention is given to the 
member and his dependants. Workers’ compensation cases 
are expressly excluded from the benefits accruing to the 
member. The agreement embodies four main principles: 
(a) per capita payment, (b) free choice of doctor, (c) 
income limit, (d) medical representation on the fund. 
These principles will be broken if the present proposals 
of the Wiluna Hospital Fund are put into operation. 

Perusal of the circular issued by one “Batchelor” will 
disclose the stated intention of the Hospital Fund to engage 
two full-time salaried medical officers. These officers will 
perform all the services at present rendered under the 
agreement, and, in addition, major surgery, midwifery 
and workers’ compensation cases, without additional 
recompense. It is the intention of the fund to collect 
these extra fees and utilize them for the financing of their 
fund and the hospital. 





It is estimated that there are 1,400 miners who are 
members of the fund. For attendance on them and their 
dependants the doctors at present receive 35s. per member 
per annum—84d. per week—a total of £2,450. The allow- 
able wage limit of the member was rated high (£550) 
because of the high cost of living in a district situated 
500 miles from the metropolis. Up to the present three of 
our members have been doing this work, and it will be 
readily appreciated that the total amount divided between 
them would not constitute a living wage. The doctors 
concerned bave, however, derived the balance of their 
income from the “excluded services”, such as midwifery, 
major surgery, and particularly workers’ compensation 
cases. 

Under the Workers’ Compensatién Act the employer 
insures the employee with an insurance company, which 
company is liable to the dector for services rendered to 
the injured employee. ; 

In addition to the 35s. paid to the medical attendant, 
members of the fund pay for nursing attendance and 
board £3 19s. per annum, a total of £5,000 for the 1,400 
concerned. Add to this the Government subsidy of £1,200 
and we get a total of £6,200.. In addition to this the 
hospital collects 10s. per day for patients receiving hos- 
pital treatment under the Workers’ Compensation Act. 

The proposal of the fund to collect workers’ compensa- 
tion fees, which are estimated at £1,800, would raise this 
total to £8,000, for the earning of which, on the medical 
side, they are offering the gross salaries mentioned above, 
namely £1,500 and £1,000 per annum. 

It is, of course, obvious that the work now being done 
by three men on a “piece-work” basis could not be done 
satisfactorily by two men working on a fixed salary, with 
its natural corollary—regular hours “on” and “off” duty. 
It is well to remember too that the salaries offered are 
the “gross” amounts that will be paid to those appointed. 
Thus the doctor will be faced with heavy reduction when 
the expenses of running his practice are deducted. Included 
in these expenses will, of course, be the provision of a 
car, wages, rent, taxes, depreciation, travelling expenses, 
telephone et cetera. (Incidentally it is understood that 
petrol costs about 2s. 9d. per gallon.) 

Such a whole-time salaried service would radically alter 
the relationship between patient and doctor which exists 
under the present system. or systems. Under them the 
patient regards the doctor of his choice as his own doctor, 
and is confident that the doctor will make the interests of 
the patient his prime concern. Under the other system 
there must be an unavoidable tendency, though the doctor 
will, of course, do the best for his patient while actually 
before him, for the practitioner to have greater regard, 
and eventually in most cases a prime regard for the body 
or committee which has appointed him. 

We need not expound the immediate and more remote 
consequences involved in such change of relationship. 

Much of the success of the practitioner’s career in the 
service may depend on the way in which he cultivates it. 
Under the system of regular hours on and off duty, with 
the limited choice at his command, there will be a change 
in the human relations of patient and docter, and in the 
continuity of medical attention which one regards as so 
important. 

It is the considered opinion of this Association that such 
a change as that contemplated would result in the lowering 
of the standard of medical service at present made 
available, through our members, to the miners in the 
remote parts of the State, and regarding the abolition of 
which no adequate argument has been adduced. 





NOTICE. 


Tue Council of the Victorian Branch of the British 
Medical Association announces that the sixth Sir Richard 
Stawell Oration, “Some Backgrounds in Medicine”, will 
be delivered by Dr. L. S. Latham at the Medical Society 
Hall, 426, Albert Street, East Melbourne, at 8.15 p.m. on 
Wednesday, October 4, 1939. 
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Obituarp. 





JOHN MacPHERSON. 





Dre. Joun MacPuHerseon, whose death was recorded 
recently in these pages, was one of the most brilliant 
students who have graduated at the Sydney medical school. 
His scholastic record at the University of Sydney has 
probably never been surpassed by any medical student. 
Undergraduates of thirty years ago, though they knew 
him not, heard continually of his achievements in the late 
nineties, and the name of John MacPherson stood for some- 
thing that seemed impossible of attainment. Though his 
interests were varied and his knowledge of many subjects 
was profound, he was known in his later years as one of 
the leading authorities 
in Australia on materia 
medica and thera- 
peutiecs. He was always 
ready to use his know- 
ledge in the service of 
his profession, and 
appeal to him was 
seldom made in vain. 
For many years he 
helped in the conduct 
of this journal, chiefly 
in the reviewing of 
books and latterly in 
the writing of editorials 
at the request of the 
Editor. 

The son of the 
Reverend Peter Mac- 
Pherson, John Mac- 
Pherson was born at 
the Manse, Meredith, 
Victoria, on September 
12, 1871. He obtained 
his early education at 
Sydney Grammar 
School and passed on to Spa: 
become a studentin the ~~~ — 
Faculty of Arts at the | = 
University of Sydney. 
He graduated Bachelor 
of Arts in December, 
1892, with first-class 
honours in geology, and 
took his master’s degree 
in 1894 in philosophy. 
He also took university 
prizes in zoology and 
botany, and obtained 
his Bachelor of Science 


degree in 1895. He 
began his medical 
course in 1893 and 


graduated as Bachelor 

of Medicine and Master of Surgery in January, 1898. He 
took first-class honours at graduation and was awarded 
the university medal. He was, we understand, the first 
student to obtain “high distinction” in the second and 
third year examinations in his medical course. 


After graduation MacPherson served for a period as 
resident medical officer at Prince Alfred Hospital (as it was 
then called), and then he started practice at Young, New 
South Wales. He remained there for some years and 
subsequently came to Sydney, where he was appointed 
honorary assistant physician to the Royal Prince Alfred 
Hospital in 1912. He held this position until 1926, when 
he resigned owing to ill health. For some years he acted 
as honorary physician to the Prince of Wales Hospital, 
Randwick. For six years he was lecturer in materia medica 
and therapeutics at the University of Sydney, and for four 
years he was lecturer in pharmacology. 














From time to time MacPherson contributed papers to the 
Royal Australian Historical Society, and several of his 
| contributions were published in this journal. From his 
student days onward he was interested in cricket and 


was looked on as an authority on the game. He lived a 
full and active life; his later years were made difficult for 
him by his increasing deafness and ill health, but he 
never complained. He was of a retiring .nature and 
avoided all forms of publicity. He had a large circle of 
friends, who held him in affectionate regard. We join 
with them in offering our sympathy to his widow. 


Dr. Cecil Purser writes: 


My first recollection of “Johnnie” MacPherson was 
watching him play in a cricket match, when he was an 
undergraduate in Arts. He was very conspicuous, from 
his long Spofforth-like run of ten or twelve yards up to 
the bowling crease, and delivering a very fast, overhand, 

well-pitched ball. He 
was a very effective 


x — bowler. 
He graduated B.A. in 
1893, doing a very 


ordinary course until 
he reached his third 
year, and then he took 
the subjects geology 
and palzontology and 
botany, and he came out 
top of Class I in each of 
these subjects. 

During 1892 he had 
taken extra subjects in 
the science course and 
passed well in physi- 
ology, and in 1896, after 
he had passed in all 
subjects necessary for a 
degree in science, the 
degree of B.Sc. was con- 
ferred upon him. 

During 1895 he sat 
for and obtained his 


M.A. degree, and he 
took for his’ thesis 
“Logic, Mental, Moral 
and Political Phil- 
osophy”. 


Early in his medical 
course I heard from 
the professor of 
anatomy, who was Dean 
of the Faculty, that 
John MacPherson was 
the most brilliant 
student that had been 
in the school, and I 
watched his progress 
through his medical 
course. He took first 
place in all his exam- 
inations, passing with 
distinction and high distinction. In his second-year 
examination he was alone with high distinction (anatomy 
and physiology); in his third-year examination, materia 
medica, anatomy and physiology, first in each, with high 
distinction; in his fourth-year examination, pathology, Dr. 
Wilkinson’s prize and distinction. In the subjects of the 
fifth year, when taken together, in order of merit, John 
MacPherson was alone in honours, Class I, with distinction, 
graduating M.B. et Ch.M. in 1898, with the university gold 
medal. It was undoubtedly a brilliant university career. 


He was very keen and took a very active part in 


| university life while an undergraduate, as the following 


| résumé will show. 
| Association he was honorary 


In Sydney University Undergraduates’ 
secretary in 1893, vice- 
president in 1894, 1895, 1897, 1898, and president in 1894. 
In the Medical Society he was a member of council 1894, 
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vice-president 1895, and honorary secretary during 1896. 
He did a very full share of work for these two societies. 


After graduating he was appointed senior resident 
medical officer at Prince Alfred Hospital, holding office for 
one year, and he acquitted himself well and took every 
opportunity to become conversant with his practical 
medical work. 

He then started in general practice in the country, in 
the town of Young, became married and established a 
good practice there and was well liked by his patients. 
He disposed of his practice and returned to Sydney in 1910 
to practise as a physician in Macquarie Street. In 1912 
he was appointed as an honorary assistant physician at 
the Royal Prince Alfred Hospital, which position he filled 
with acceptance until 1926. He did especially good work 
in the hospital. 

He was always keen at his materia medica work, and 
made himself thoroughly conversant with all the plants 
indigenous to Australia which were productive of any 
medicinal properties. He was appointed lecturer in 
materia medica in the university medical school in 1921, 
which position he filled very satisfactorily until December, 
1934. 

John MacPherson, known as “Johnnie” to his intimate 
friends, never vaunted himself and was most unassuming. 
He was well read and a good conversationalist, very 
decisive, often intisive at times. He was an excellent 
raconteur, and a very likeable companion. 

He was very thorough in his medical work, a very sound 
diagnostician, and careful and considerate for his patients, 
who esteemed him very much. 

During late years he suffered much owing to his hearing 
becoming gradually impaired. This must have been a 
source of great distress to him, yet he never murmured. 
I never heard him complain. 

The medical profession is all the poorer through the 
passing of John MacPherson. 


Dr. F. P. Sandes writes: 


To men of his generation, to erstwhile colleagues and 
students and fellow practitioners generally the passing 
of “Johnny” Macpherson comes as a great sorrow. At the 
university one April morning some forty odd years ago 
there issued from the old wooden common-room, the 
haunt of the undergrad and the poker school, an angry 
and lanky young man, proclaiming in no unmeasured 
terms his resentment against some new iniquity of the 
powers that were. The query of a greenhorn fresh from 
school in “Bananaland”, “Who is that?” was met with a 
stare of incredulity mixed with pity at such abysmal 
ignorance. For it was no less a personage than John 
MacPherson, Master of Arts, Bachelor of Science, an 
authority on physiography and geography, on geology and 
palezontology, the future president of the Undergraduates’ 
Association, student of medicine, and probably the most 
brilliant mentality amongst the university youth of that 
time. So much so that the term “high distinction” was 
always required to place him amongst his fellows at the 
examinations in his medical course. He was prosector in 
anatomy, and the only student who was able to describe 
in detail and without fault in his viva voce examination 
the origin and insertions of the deep muscles of the back. 
When proposing a vote of thanks to the lecturer at our 
medical society meeting one evening, he treated us to a 
learned disquisition on the medicinal virtues of Australian 
plants, concerning which he confessed afterwards that he 
had known nothing until the same afternoon. Academic 
honours fell thickly upon him. He graduated and became 
a resident medical officer at Prince Alfred Hospital. 
“Johnny” was ever a man of action. In his undergraduate 
medical days he had broken a lance with a grim and 
unyielding chancellor over songs at commemoration; in 
hospital he engineered with success a strike against 
honoraries who came so early that residents had little 
time for lunch, and signalized his departure from the 
hospital by carrying off one of its prettiest and brainiest 
girls as his bride. 















He began practice in the country. It seemed a great 
pity that no place could be found in the city for a man 
with such a record, and that, as he put it, he had to 
“consort with the kangaroos”. One remembers his indigna- 
tion in the case of a diphtheritic child. The energetic and 
capable young Scot saw that tracheotomy was urgently 
necessary. An obstinate Celt of ancient vintage was called 
in consultation. “What! Cut the poor child’s throat! 
Let him die in peace!” The seductive brogue expressed 
the spirit of those times in the outback; won the day, 
but lost the life. 


After some years in the country MacPherson returned 
to the city, became honorary assistant physician to his 
old hospital, and lectured for several years on materia 
medica at the university. Regretfully he felt compelled 
to give up his hospital appointment because the progressive 
defect in his hearing interfered with his efficiency in the 
clinical instruction of students. In spite of that dis- 
advantage he retained his interest in medical work, his 
reading and his patients, retained his cheerfulness, and 
was ever ready for a jest with his fellows. Everyone liked 
him, even the attendants in the building where he practised 
in Macquarie Street, yet no one would suspect that he had 
long suffered poor health. Once, one cold morning, | 
complained that a patient was coming out of the anesthetic 
prematurely and noticed perspiration dripping from his 
face. At tea afterwards he excused his remissness and 
mentioned casually that he had had an attack of biliary 
colic. Yet, with a syringe and morphine at hand, he made 
no sign. It was characteristic of the way in which he 
suffered the “arrows of outrageous fortune” that so often 
wounded him. 


He had been a cricketer and was an enthusiastic follower 
of the game. Bridge was one of his hobbies, and the 
study of nature another. Of medicinal plants and birds 
he had a knowledge, accurate and profound. When the 
Cancer Campaign was in full swing, amongst the dozens 
of popular remedies one was submitted with great mystery 
and, strange to say, without any financial demands. It 
consisted of some seeds, a powder and an oil, accompanied 
by exact directions for their application. _ “Yes”, said 
Johnny, “fennel”, and quoted Shakespeare upon its uses, 
“the powder is the same, and the oil”, after a_ sniff, 
“cajeput”. Birds he knew well and loved. One remembers 
his apt description of a certain doctor as “the red-bearded 
fan-tailed cuckoo”, and no one chortled more than Johnny 
when it was rumoured that a high honour had been 


conferred upon him for his distinguished services to. 


ornithology. 

One recent morning, with characteristic vigour, he was 
criticizing some aspects of medical education. That after- 
noon he was stricken and we saw him no more. A “dear, 
kind man”, the hero of many stories and escapades, a 
beloved physician and admired by all who knew him for 
his pluck in misfortune, we miss his cheery word, his 
infectious laugh, his anecdotes, his never-failing sense of 
humour. Peate be with the ashes that symbolize the 
victory of his restless and uncomplaining spirit over the 
ills to which flesh is heir. 





WENDELL INGLIS CLARK. 





We regret to announce the death of Dr. Wendell Inglis 
Clark, which occurred on August 31, 1939, at Hobart, 
Tasmania. 





ALEXANDER SYDNEY JOSKE. 





WE regret to announce the death of Dr. Alexander Sydney 
Joske; which occurred on September 5, 1939, at Melbourne, 
Victoria. 
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Maval, Wilitary and Ait Force. 


APPOINTMENTS. 








THE undermentioned appointments, changes et cetera 
have been promulgated in the Commonwealth of Australia 
Gazette, Number 65, of September 7, 1939. 


PERMANENT NAVAL Forces or THE COMMONWEALTH 
(Sea-Gornae Forces). 
Promotion.—Surgeon Lieutenant-Commander Henry 
Woodall Gault is promoted to the rank of Surgeon 
Commander, dated 15th August, 1939. 


Cirizen Nava Forces or THE COMMONWEALTH. 
Royal Australian Naval Reserve. 
Promotion.—Surgeon Lieutenant Thomas Giblin is pro- 
moted to the rank of Surgeon Lieutenant-Commander, dated 
ist September, 1939. 


AUSTRALIAN Mruitary ForcEs. 
Australian Army Medical Corps (Citizen Forces). 

Major E. L. Cooper, Assistant Director of Medical 
Services, Army Headquaters, is reappointed half-time 
Medical Officer to assist the Director-General of Medical 
Services, to date ist October, 1939, for a period of twelve 
months at a salary of £550 per annum, inclusive of all 
allowances except travelling allowance. 


First Military District. 
Australian Army Medical Corps. 

To be Major—Captain H. R. Love, 25th July, 1939. To 
be Captain (provisionally)—David Fitzroy Millar, 25th 
July, 1989. Major R. E. Douglas is appointed to command 
the 7th Field Ambulance and to be Lieutenant-Colonel, ist 
September, 1939, vice Lieutenant-Colonel K. B. Fraser, who 
relinquishes the command on 3ist August, 1939, and is 
transferred to the Unattached List, 1st September, 1939. 


Unattached List. 


Lieutenant-Colonel E. S. Meyers, V.D., is transferred to 
the Reserve of Officers (A.A.M.C.), 1st September, 1939. 


Australian Army Medical Corps Reserve. 
The resignation of Honorary Captain W. H. Roberts of 
his commission is accepted, Ist August, 1939. 


Second Military District. 
Australian Army Medical Corps. 


To be Captain (provisionally )—Marcus 
Kennedy, 20th July, 1939. 

To be Captains (provisionally) supernumerary to estab- 
lishment pending absorption.—Ian Lachlan Kelf, 26th July, 
1939. Captain (provisionally) H. B. Gatenby is trans- 
ferred to the Reserve of Officers (A.A.M.C.) and to be 
Honorary Captain, 25th August, 1939; Captain A. C. Telfer 
is transferred to the Reserve of Officers (A.A.M.C.), 1st 
August, 1939. 


Australian Army Medical Corps Reserve. 
Major S. Kay is placed upon the Retired List with 
permission to retain his rank and wear the prescribed 
uniform. Honorary Captain J. G. W. Hill is retired. 


Third Military District. 
Australian Army Medical Corps. 

To be Majors—Captains K. B. Hope and J. B. Colquhoun, 
lst June, 1939. To be Captain (provisionally) super- 
numerary to establishment pending absorption—Gerald 
Joseph Loughran, 18th July, 1939. The period of the 
appointment of Lieutenant-Colonel D. C. Pigdon, E.D., to 
command the 4th Field Ambulance is extended for one 
year from ist September, 1939. The period of the appoint- 
ment of Lieutenant-Colonel G. S. Robinson, M.C., to 
command the 6th Field Ambulance is extended for one 
year from ist August, 1939. 


Matthew 








Australian Army Medical Corps Reserve. 

To be Captain—Robert Mervyn Shaw, ist August, 1939. 
To be Honorary Captains—Lorimer Grant Morton, Norman 
James Parker, David Officer Brown’ and Thomas Victor 
Nihill, lst August, 1939; Michael Mathias Perl, 4th August, 
1939, and Rupert Allan Willis, 8th August, 1939. 

Honorary Lieutenant-Colonel L. S. Latham and Captains 
J. Warne and S. R. Roebuck are placed upon the Retired 
List, with permission to retain their ranks and wear 
the prescribed uniform. 


Fourth Military District. 
Australian Army Medical Corps Reserve. 
Captain R. M. Alcorn is retired. 


Fifth Military District. ° 
Australian Army Medical Corps. 

To be Captain (provisionally) supernumerary to estab- 
lishment pending absorption—Alfred Murray Clarke, 21st 
July, 1939. Captain O. R. Corr is brought on the authorized 
establishment, 24th July, 1939. Captains E. W. Kyle and 
W. Muir are borne supernumerary to establishment 
pending absorption, 6th July, 1939. 


District Base: Staff. 

Major G. B. G. Maitland, Australian Army Medical Corps, 
is reappointed Assistant Director of Hygiene, lst September, 
1939. 

Seventh Military District. 
Australian Army Medical Corps. 

The undermentioned officers are transferred from the 
Australian Army Medical Corps, 1st Military District,°22nd 
June, 1939: Captains (provisionally) W. B. Kirkland and 
W. L. Fothergill and Quartermaster and Honorary 
Lieutenant L. M. Tivendale. 





Qustralasian Medical Publishing 
Company, Limited. 


“ANNUAL MEETING. 








THE annual meeting of the Australasian Medical 
Publishing Company, Limited, was held at The Printing 
House, Seamer Street, Glebe; New South Wales, on 
September 7, 1939, Dr. A. M. Davidson in the chair. 


Directors’ Report. 

The report of the directors of the company was as 
follows. 

The directors submit their report for the twelve months 
ended June 30, 1939, and the balance sheet as at June 30, 
1939, together with the profit and loss accounts for the 
twelve months ended June-30, 1939. ° 

With the object of retaining the present personal interest 
in the company of members resident in all States of the 
Commonwealth, efforts are made now, when debentures 
registered in the name of a deceased holder are surrendered . 
for redemption, to locate a buyer for them in the State 
in which the deceased holder resided. It is thought that 
this course would be more satisfactory than that of 
redemption of the debentures by the company. 

During the year THe Mepicat JourNAL or AUSTRALIA 
published the proceedings of the Royal Commission on 
National Health Insurance, which necessitated an increase 
in the size of the journal. Articles published have covered 
a wide range of subjects and the standard of previous 
years has been maintained. In the latter part of the 
year arrangements were made to produce the Silver Jubilee 
issue. It was published on July 1, 1939, and many 
congratulatory messages were received. : 

The output of the printing and publishing department 
continues to increase, the work being of the usual high 
quality. Arrangements have been made to purchase “Knox’s 
Medical Directory for Australia”, and in future the 
directory will be published by the company, the next issue 
being due for distribution early in 1940. 
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Depreciation amounting to £1,223 13s. 10d. was written- 


off during the year, and an amount of £450 has been 
provided for taxation. The company’s reserves are used 
in the business, and we consider that the state of the 
company’s affairs is satisfactory. A small surplus remains 
after provision has been made for the payment of debenture 
interest for the twelve months ended June 30, 1939. 

Sir Henry S. Newland and Dr. D. D. Paton retire from 
office by rotation in accordance with the Articles of 
Association (Article 39). They are eligible and‘ present 
themselves for reelection. 

A. M. Davipson, 


August 4, 1939. Chairman. 


Election of Directors. 
Sir Henry Newland and Dr. D. D. Paton were reelected 
to the Board of Directors. 


— 


Research. 


THE NATIONAL HEALTH AND MEDICAL RESEARCH 
COUNCIL RESEARCH GRANTS. 





Tue National Health and Medical Research Council 
has decided that the time and conditions of acceptance 
for applications for grants -for research shall be as follows. 

Persons desiring to make applications for grants for the 
forthcoming calendar year shall do so by submitting the 
necessary information on the specified form Q.134, to reach 
the office of the Director-General of Health, Canberra, not 
later than September 30, 1939. The Q.134 forms are 


available on application to the office of the Director-General. | 


Wominations and Elections. 


Tue undermentioned have applied for election as 
members of the New South Wales Branch of the British 
Medical Association: 

Marsh, Harold Geoffrey, M.B., B.S., 1937 (Univ. 
Sydney), 14, Boambillee Avenue, Vaucluse. 

Downes, Gwenyth Mary, M.B., B.S., 1937 (Univ. 
Sydney), Hornsby and District Hospital, Hornsby. 

Edwards, Lando Lucus, M.B. BS., 1937 (Univ. 
Sydney), 530, Canterbury Road, Dulwich Hill. 

Lyttle, John Purves, M.B., 1939 (Univ. Sydney), 276, 
Bourke Street, Goulburn. 


The undermentioned has applied for election as a member 
of the Victorian Branch of the British Medical Association: 
Snow, Moses, M.D., 1935 (Rome), Natimuk. 


— 
> 


Diarp for the Month. 


19.—New South Wales Branch, B.M.A.: Ethics Committee. 
20.—Western Australian Branch, B.M.A.: Branch. 
21.—New South Wales Branch, B.M.A.: Clinical Meeting. 
22.—Queensland Branch, B.M.A.: Council. 

26.—New South Wales "Branch, B.M.A.: Medical Politics 


Committee. 
27.—Victorian Branch, B.M.A.: Council. 
28.—New South Wales Branch, B.M.A.: Branch. 
28.—South Australian Branch, B.M.A.: Branch 
29.—New South Wales Branch, B.M.A. : — Meeting 
of Delegates. 





an — 


Medical Appointments Vacant, etc. 


For an ts of dicai appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xvili-xix. 





Lipcomse State Hosprrat anp Home, Lipcomsr, New Soutn 
Waters: Honorary Ear, Nose and Throat Surgeon. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 





BRANCHES. APPOINTMENTS. 





Australian Natives’ Association 

Ashfield and District United Friendly 
Societies’ Dispensary. 

Balmain United Friendly Societies’ Dis- 


New SourH WaALgzs: 

Honorary etary, sary. 

135, Macquarie Street,| Manchester Unity Medical and Dispen- 
Sydney. sing Institute, Oxford Street, Sydney. 

* Sydney Friendly Societies’ Dis- 
pensary Limit 

Peo = * ————— Assurance Company 


Phonie —— Provident Society. 








All Institutes or Medical Dispensaries. 
Australian Prudential Association, Pro- 
Honorary prietary, Limited. 
. Medical} Mutual National Provident Club. 
Society Hall, Rast National Provident Association 
Melbourne. ~~ — other — —— outside 
ctoria 


VICTORIAN : 
Secre 





Brisbane Associate Friendly Societies’ 
Medical Institute. 

Proserpine District Hospital. 

QUEENSLAND: Honor-| Members accepting DGE appoint- 

ary Secretary, B.M.A. ments and those desiring to accept 

House, 225, Wickham — to any COUNTRY 


Terrace, Brisbane, SPITAL or — tion outside 
B.17. 


Australia are advised, in their own 
interests, to submit a_copy of their 
Agreement to the Council before 
signing. 





SouTH AUSTRALIAN 
Secretary, 178, North 
Terrace, Adelaide. 


All Lodge appointments in South Aus- 
i 


a. 
All Contract Practice Appointments in 
South Australia. 





WESTER = — U s- 
TRALIAN : 
Secretary, 208. mBaint 


Wiluna Hospital. 








All Contract Practice Appointments in 
George’s Terrace, Western Australia. 
Perth. | 


Editorial Motices. 


MaNuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MepicaL JouRNAL oF AUSTRALIA alone, unless the contrary be 


stated. 


All communications should be addressed to the Editor, THE 
MepicaL JouRNAL OF AusTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
THe MepicaL JouRNAL oF AusTRALIA, Seamer Street, Glebe. 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such a notification is received within one 
month. 


SuBscripT1Ion Rates.—Medical students and others not 
receiving THr Merpicat JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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